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Clinical nursing faculties struggle to assign failing grades to underperforming students in the 
clinical setting; this is known as failure to fail. Qualitative literature has revealed common 
factors for failure to fail; however, quantitative studies are required to determine the extent to 
which those factors affect the faculty’s decision-making process. The purpose of the study is to 
explore the relationship between face-implicating factors and the faculty’s likelihood of failing 
students in the clinical setting who do not meet the passing criteria. What is the relationship 
between face-implicating factors and the nursing faculty’s likelihood of passing students in the 
clinical setting who do not meet the passing criteria?  The research design was guided by Rosen 
and Tesser’s MUM effect (1970).  A quantitative, descriptive design with snowball sampling 
was used. The instrument was developed and validated in a previous study (Dibble, 2014) and 
adapted for relevance to the nursing audience. Respondents who did not commit failure to fail 
(F2FN) disagreed more strongly with every survey item than those who did commit failure to fail 
(F2FY). The differences in mean scores were compared, and 64 percent of those differences 
were statistically significant (p < 0.05).  Respondents who did not commit failure to fail were 
less affected by the face-implicating factors than those who committed failure to fail. Therefore, 
the null hypothesis is rejected; a direct connection was found between face-implicating factors 
and the faculty’s likelihood of passing students in the clinical setting who do not meet the 





The Problem and Domain of Inquiry 
The practice of objectively evaluating nursing students in the clinical setting has always 
been somewhat problematic (Almalkwai, Jester, & Terri, 2018; Bennett & McGowan, 2014; 
Woolley, 1977). From the early 1900s until the 1950s, nursing students in the clinical setting 
were evaluated with crude checklists completed by the head nurse of the unit (Anderson, 1990). 
In the 1950s, Anderson reported that an anecdotal record developed by Duke University replaced 
these checklists (1990). Furthermore, the fact that Russia reached space before the United States 
in 1957 with Sputnik implied weaknesses in the American educational system (Herold, 1974). 
As a result, academic rigor in all areas in the United States was increased post-Sputnik 
(Hendrickson, 1976; Herold, 1974), which tightened grading standards. However, between the 
mid 1960s and 1970s, Hendrickson (1976) noted that average grades began to increase at an 
alarming rate and found evidence of widespread grade inflation in many areas, including higher 
education. The grade inflation and lax grading practices may have been responses to student 
dissatisfaction with the strict grading policies of the 1960s (Hendrickson, 1976). Pass-or-fail 
evaluations began to replace the strict grading policies, and nursing studies simultaneously began 
to cite frustrations with the lack of a reliable evaluation tool for nursing students in the clinical 
setting (Woolley, 1977).  
 In 1990, Lankshear used the phrase failure to fail to describe the act of assigning a 
passing grade to nursing students even when they failed to demonstrate competency. Lankshear 
found that nursing educators and clinical assessors in England (n = 34) struggled to fail 
underperforming students. Karns and Nowotny (1991) surveyed nursing programs (n = 69) and 
found that the majority felt that clinical evaluation was a major issue, and Scanlan and Care 




Canadian nursing school, especially in the final clinical practicum. Moreover, in nursing 
programs in the northeastern and mid-Atlantic United States, evidence of grade inflation in 
clinical grades when compared to theory grades was noted (Seldomridge & Walsh, 2006; Walsh 
& Seldomridge, 2005). Fitzgerald, Gibson, and Gunn (2010) found that the feedback provided to 
nursing students was inconsistent with high scores and insufficiently addressed. In addition, 
Brown, Douglas, Garrity, and Shepherd (2012) found that 58 percent of clinical instructors had 
given a student the benefit of the doubt because they could not prove that the student should fail. 
Hunt, McGee, Gutteridge, and Hughes (2012) found a 5:1 ratio of classroom failures to clinical 
failures, and Paskausky and Simonelli (2014) found that 98 percent of the students in a nursing 
program in the northeastern United States had higher grades in the clinical setting than in the 
classroom. Furthermore, Docherty and Dieckmann (2015) found that 43 percent of faculty 
admitted to awarding higher grades than the student deserved, and 72.2 percent admitted to 
giving students the benefit of the doubt when they could not prove that the student should fail. 
Reluctance among faculty to fail students was noted even after a training intervention intended to 
increase the consistency of grading in a simulation setting (Holland, Bambini, Blazovich, Schug, 
& Tiffany, 2018).  
Much of the work on failure to fail has been qualitative and aimed at gaining a deeper 
understanding of this multifaceted phenomenon. The findings that have emerged from these 
studies can be grouped into several main themes: concern for the student’s reaction (Cleland, 
Knight, Rees, Tracey, & Bond, 2008; Lankshear, 1990; Luhanga, Yonge, & Myrick, 2008a; & 
Paul, 2015), fear of negative evaluation (Finch, 2010; Larocque & Luhanga, 2013; Shoemaker & 
DeVos, 1999; & Susmarini & Hayati, 2011), moral and emotional toll (Hunt, McGee, 
Gutteridge, & Hughes, 2016a; Luhanga, Yonge, & Myrick, 2008b; Schaub & Dalrymple, 2013 




2005; & Helminen, Coco, Johnson, Turunen, & Tossavainen, 2016), lack of confidence (Bogo, 
Regehr, Power, & Regehr, 2007; Dobbs, 2017; Duffy, 2003; & Illiott, 1996), role confusion or 
conflict (Bennett & McGowan, 2014; Docherty & Dieckmann, 2015; & Duke, 1996), and 
university factors (Brown, Douglas, Garrity, & Shepherd, 2012; DeBrew & Lewallen, 2014; & 
Elliott, 2017).  
According to face theory (Goffman, 1955), individuals possess self-images or 
expectations that can be characterized as their faces, and activities that interfere with an 
individual’s self-image can be described as face threats (Goffman, 1955). In Dibble’s (2014) 
study, the term face-related concerns was used to describe the main themes linked to the sharing 
of bad news, which may have face-related connotations: desire to avoid a negative mood, fear of 
being evaluated negatively, fear of being expected to know more than one does, fear of 
expressing one’s own emotions, fear of the receiver’s emotional reaction, and fear of distressing 
the receiver. These themes are similar to the main themes responsible for failure to fail.  
Problem Statement 
Clinical nurse instructors sometimes pass students in the clinical setting who do not meet 
the passing criteria. Qualitative studies cite a number of potential reasons for faculty’s failure to 
fail underperforming students in the clinical setting (Cleland, Knight, Rees, Tracey, & Bond, 
2008; Finch, 2010; Hunt, McGee, Gutteridge, & Hughes, 2016a; Lankshear, 1990; Larocque & 
Luhanga, 2013; Luhanga, Yonge, & Myrick, 2008a; & Paul, 2015; Shoemaker & DeVos, 1999; 
& Susmarini & Hayati, 2011). In some cases, faculty members may not be fully aware of their 
true underlying motivation for failing to fail students.  
Purpose of the Study 
Most of the previous work on the topic of failure to fail in nursing has been qualitative. 




phenomenon and thematic consensus on its presentation and root causes, questions remain 
regarding the extent to which these themes affect faculty’s decisions to pass or fail 
underperforming students. The examination of this phenomenon using a quantitative method 
would provide opportunities to measure the extent of these face-implicating factors in the failure 
to fail. If faculty members were more aware of the specific factors that impact their objectivity 
with underperforming students, they would be better able to overcome the temptation to commit 
failure to fail. Furthermore, if nursing administrators knew which factors interfered more often 
with faculty’s decision-making processes, they could better streamline interventions to curb 
failure to fail. Therefore, the purpose of the study is to explore the relationship between face-
implicating factors and the nursing faculty’s likelihood of failing students in the clinical setting 
who do not meet the passing criteria. 
Research Question and Hypotheses 
Research Question and Hypotheses  
Research question. What is the relationship between face-implicating factors and the 
nursing faculty’s likelihood of passing students in the clinical setting who do not meet the 
passing criteria?  
Research hypotheses.  
H0: There is no relationship between face-implicating factors and the nursing faculty’s 
likelihood of passing students in the clinical setting who do not meet the passing criteria.  
H1: There is a significant relationship between at least one face-implicating factor and the 
nursing faculty’s likelihood of passing students in the clinical setting who do not meet the 




Significance of the Study 
 Students passing classes or entire programs while exhibiting substandard clinical 
performance is an ethical issue with potentially devastating consequences. Clinical nursing 
faculty members serve as gatekeepers to the profession, and they have a moral and professional 
obligation to ensure that students are safe to practice (Yepes-Rios et al., 2016). One purpose of 
most states’ nurse practice acts is to ensure that all practicing nurses in the state meet minimum 
standards for safe practice (Russell, 2017). By upholding their duty to ensure that students who 
receive passing grades in the clinical setting have indeed met the requirements to pass, clinical 
nursing faculty members are upholding their duty to protect the public. Qualitative studies have 
illustrated which themes are relevant in the failure-to-fail phenomenon; however, every factor 
may not be relevant for all clinical faculty members. The ability to identify which factors are 
more likely to affect individual clinical nursing instructors’ likelihood of assigning passing 
grades to students who underperform in the clinical setting would be an important step in helping 
the faculty to acknowledge the issue and move forward with solutions.  
Nursing Education 
Clinical nursing instructors are tasked with the difficult role of ensuring that graduate 
nurses possess the appropriate clinical competencies prior to graduation from their nursing 
courses and programs. The factors explored in this study represent some of the more frequently 
revealed themes from qualitative studies; this quantitative study presents an opportunity to 
examine the extent of the relationship between each theme and the issue of failure to fail. Armed 
with that knowledge, educational leaders can begin proactively preparing their faculty to deal 
with those concerns. The findings would potentially provide insight to guide introductory or 
continuing professional development for faculty and lead to a reduction of failure to fail and an 





 The clinical nursing faculty is expected to ensure that its students have met the 
requirements for clinical competence. This is not only a moral duty (Black et al., 2014), but also 
an obligation to protect the public, as specified in nurse practice acts (2019). Since nurses are 
responsible for patient safety, it is imperative that the clinical nursing faculty is diligent when 
evaluating clinical competence. When faculty members neglect to hold students to the expected 
criteria for competence, they effectively place patients at risk (Bennett & McGowan, 2014; 
Black et al., 2014; Finch & Poletti, 2014).  
Nursing Research 
 The tool employed for the study has not previously been used in the nursing or healthcare 
field. The adoption of a tool from another discipline can strengthen the ability to describe the 
complexity of the nursing role with more precision. This study represents the first time that a tool 
to explore the MUM effect is used for the nursing field. It also represents the first attempt to 
quantitatively measure the impact of individual factors on faculty’s decisions to pass 
underperforming students in the clinical setting. These findings will help guide future research 
on methods to equip faculty with the most relevant skills to combat failure to fail.  
Public Policy 
The study could affect potential clinical partnerships and interprofessional collaborative 
agreements between community organizations and nursing programs. Nursing judgment is one of 
the National League for Nursing’s Competencies for Graduates of Nursing Programs (Halstead, 
2018). This study provides a starting point to identify predictive factors of failure to fail, which 




addressing those factors, nursing schools would be able to provide added assurance that their 
passing students possess adequate levels of nursing judgment.  
Philosophical Underpinnings 
Postpositivism is the philosophical framework for the study. This framework was 
influenced by Karl Popper, Jacob Bronowski, Thomas Kuhn, and Charles Hanson (Clark, 1998). 
In postpositivism, behavior is examined to either identify causative factors or test hypotheses 
(Creswell, 2014). Postpositivists acknowledge that every person possesses a unique background 
and characteristics that affect his or her interpretation of events (Greenfield, Greene, & Johanson, 
2007). The goal of postpositivism is to gain an understanding of the meaning behind experiences 
by acknowledging the context and personal significance of those experiences for those involved 
(Greenfield et al., 2007). This would be relevant to the study, which explores factors affecting 
clinical instructors’ decisions to fail students in the clinical setting. 
Theoretical Framework 
The theory used for the study is the MUM effect. To define the association of the MUM 
effect and the study, a review of related theories is prudent. These theories include face theory, 
politeness theory, and face negotiation theory.  
Face Theory 
Goffman (1955) described the concept of face as a person’s self-image or the image a 
person projects to the world. This image changes depending on specific social circumstances; 
people may present a different face to their family than the one presented to their employer 
(Goffman, 1955). The expectations of the face a person displays in a particular situation with 
regard to emotion, responsibilities, and accountability are often dictated by that setting or role 
(Goffman, 1955). For example, the face a mother assumes when she cares for a newborn baby 




may impose additional expectations upon herself, such as patience and capability. The face a 
person assumes when he or she takes on the role of a clinical nursing instructor includes socially 
imposed expectations such as competence and wisdom, but the instructor may be imposing other 
expectations on him- or herself as well. Some of these may include compassion, caring, 
kindness, consideration, obligation, respect, wisdom, and knowledge (Goffman, 1955).  
Goffman also discussed the idea of face work and described it as the actions people takes 
against real or potential threats to the face they present in a given situation (1955). The degree to 
which an individual engages in face-saving acts depends largely on the degree to which he or she 
values the particular trait that is being threatened. For example, if a clinical nursing instructor 
feels strongly that his or her face relies on being kind, caring, and considerate toward nursing 
students, he or she will take actions to protect that face. Those actions may be performing 
behaviors that are seen as kind or not performing behaviors that are seen as unkind.  
For the purpose of the study, it is helpful to understand that according to Goffman’s face 
theory, each person possesses, and protects, his or her own face from potential threats. Each 
person may act in a different way to protect his or her face, but avoidance is a commonly used 
method for a person to prevent threats to face (Goffman, 1955). This implies that even under 
threat to one’s own self-image, the chosen defense is often to avoid confrontation.  
Politeness Theory 
 Brown and Levinson (1978) developed politeness theory, which adds to Goffman’s 
concept of face. According to Brown and Levinson, all people have two separate types of “face-
wants”: positive and negative. Positive face-wants refer to the need for approval from others, 
while negative face-wants deal with the desire to act without interference from others (Brown & 




terms of the urgency of perceived face-saving threats. Brown and Levinson (1978) stated that 
people sought out the politest means by which to resolve disputes and achieve their goals.  
 For the purpose of the study, it is helpful to understand the implications of remaining 
polite when dealing with potential face threats. As was the case with Goffman’s face theory, 
confrontation would not be seen as a polite option. Therefore, the politest option is to phrase 
responses in a way that respects others’ feelings (Brown & Gilman, 1989).  
Face Negotiation Theory 
 Ting-Toomey’s face negotiation theory, which underwent several revisions between 1988 
and 2005, attempts to explain how individuals with different cultural backgrounds and different 
self-images deal with conflict (Oetzel et al., 2003). This theory supports the face and politeness 
theories. One assumption of this theory is that people of all cultures try to maintain their own 
face when communicating with others (Ting-Toomey, 2005). Another assumption is that the 
concept of maintaining one’s face becomes especially complicated in emotionally threatening 
situations when the sender’s face or role identity is questioned (Ting-Toomey, 2005). This theory 
proposes that individuals from collectivist (Eastern) cultures tend to use more indirect, avoidant 
communication styles, whereas those from individualistic (Western) cultures opt for more direct, 
pointed communication tactics (Ting-Toomey, 2005). Lastly, Ting-Toomey (2005) noted that 
those with independent self-identities use more direct and defensive conflict management 
strategies, while individuals with interdependent self-identities use avoidant and obliging styles.  
 Face-negotiation theory introduces numerous factors based on cultural variables that 
influence an individual’s chosen conflict management strategy. However, these cannot be 
interpreted as a definitive list of the methods by which individuals of each culture choose to 
communicate. On the contrary, face-negotiation theory introduces the idea that an individual’s 




The MUM Effect 
Rosen and Tesser (1970) tested the notion that people would be prefer to “keep mum 
about undesirable messages” (p.254) and used the acronym “MUM” to refer to this 
psychological phenomenon, which is noted when the communicator either delays the negative 
message or does not deliver it completely. Initial research on the MUM effect took the form of 
experiments in which one participant was asked to deliver either good or bad news to another 
participant, and the researcher determined whether the message was delayed or delivered in its 
entirety. Studies revealed that participants were less reluctant to deliver good news than bad 
news, and bad news was often delivered without mentioning the fact that it was negative at all 
(Rosen & Tesser, 1970; Rosen & Tesser, 1972). For example, participants would deliver a 
message that a person needed to return an urgent phone call, instead of an urgent phone call 
about bad news. In 1974, Johnson, Conlee, and Tesser conducted an experiment involving 
electric shocks and the MUM effect. Participants were instructed to tell another participant that 
he or she was going to receive an electric shock. Some of the participants receiving the shock 
believed that the message senders would also receive a shock, and others believed that the 
message senders would not receive a shock. Researchers were curious to see if this factor would 
deter the senders from conveying the message to the receivers. The study found that the senders 
were more reluctant to tell the receivers about their impending shocks if the receivers did not 
think that the senders were also being shocked. In other words, fear of how the receivers would 
view them because they would not also be receiving a shock caused a delay in sending the 
message. This supports a hypothesis that fear of negative evaluation by the recipient of bad news 
is a more significant factor than guilt in the reluctance to deliver bad news. Furthermore, Bond 




he or she is visible to the receiver, which also supports the fear of negative evaluation 
hypothesis.  
Additional research on the MUM effect has gradually added more complexity to this 
seemingly simple phenomenon. According to Uysal and Öner-Özkan (2007), participants felt 
that the communicator of a message would be more likable to the recipient if the message was 
good, and the recipient would be more grateful to the communicator if the message was good. 
This not only continued the narrative of fear of negative evaluation, but also began a new 
direction of a desire to be liked. Yariv (2006) conducted a study on principals' reluctance to 
submit negative feedback to underperforming teachers. Yariv noted four stages that principals 
seemed to progress through: reluctance and avoidance, a "soft" discussion that barely broached 
the issues, a more pointed oral discussion, and a written report. Only 30 percent of participants 
reached the fourth stage. The findings in this study exemplify the “vanishing feedback” to which 
Ende (1983, p.778) refers, wherein the communicator uses such indirect terms that the message 
is completely obscured, and the end result is that no meaningful feedback is received.  
As further studies on MUM effect were conducted, the results began to highlight that the 
explanation for the MUM effect is perhaps quite complicated. Dibble and Levine (2013) found 
that participants shared bad news faster with strangers than with friends, which supported the 
hypothesis of fear of negative evaluation. However, the researchers also noted that the 
participants joked with their friends when they delivered the bad news to them, which seemed to 
indicate reluctance to impart emotional harm. Dibble (2014) found similar results—fear of 
causing the receiver emotional distress and fear of negative evaluation both played a part in the 
reluctance to delay a negative message. In addition, Dibble et al. (2015) experimented with a 
script with which to deliver bad news, but participants still exhibited reluctance and delays in 




dimensions: 1) private versus public display or discomfort and 2) self vs. other-orientation, or 
face. There was no preference for the relaying of bad news in public or private, which meant that 
the MUM effect was a matter of private discomfort, such as reluctance to hurt the recipient's 
feelings. Fear of being blamed for the bad news predicted reluctance, but fear of negative 
evaluation did not. However, in that study, the recipient of the bad news initiated the 
conversation; the messenger was not able to determine the timing of the discussion. Therefore, 
although fear of negative evaluation was not as prevalent in this scenario, it could merely have 
been related to the design.  
In 2016, Ginsburg, van der Vleuten, Eva, and Lingard conducted a study that connected 
the dots between the MUM effect, politeness theory, face theory, and failure to fail in the 
healthcare field. The researchers reviewed over 600 comments on first-year medical residents at 
one institution, using politeness theory as a framework. The researchers found many instances of 
hedging, which is a form of softening or avoidance, in these comments (Ginsburg et al., 2016, 
p.182). This echoed Yariv’s 2006 findings with underperforming teachers. From both of these 
studies, the conclusion can be drawn that the need to provide ratings to subordinates or trainees 
constitutes a face-threatening act and requires the implementation of face-saving strategies. 
Interestingly, the principals and the residents in Yaris’ study overwhelmingly used the same 
face-saving strategies: avoidance, softening, delaying, and using another face. Dibble and 
Sharkey (2017, p.32) compiled a list of main concerns for messengers in a study on the MUM 
effect; these concerns are also face-implicating factors: reaction of receiver, impact on the 
messenger, delivery of message, and collateral damage or consequences. 
Theoretical Assumptions 
The main concerns for messengers (Dibble, 2014; Dibble & Sharkey, 2017) are similar to 




the student’s reaction, fear of negative evaluation, moral and emotional toll, lack of confidence, 
and role confusion or conflict (Brown, Douglas, Garrity, & Shepherd, 2012; DeBrew & 
Lewallen, 2014; & Elliott, 2017). According to the previous qualitative studies, failure to fail 
involves a difficult conversation that requires confidence and could potentially cause emotional 
harm to the student, result in a student’s negative evaluation of the clinical instructor, and lead to 
moral and emotional distress of the clinical instructor. The success of this conversation could be 
affected by the clinical instructor’s concern for minimizing imposition, avoiding hurting the 
receiver’s feelings, and avoiding negative evaluation by the receiver, as well as concern for the 
effectiveness of the message delivered and role expectations. These factors represent variables 
that could conceivably be measured quantitatively and compared for correlations. Dibble’s 
(2014) quantitative study examined reluctance to deliver messages with a variety of factors that 
represented threats to the sender’s face. These factors were fear of the receiver’s anticipated 
emotional reaction, fear of distressing the receiver, fear of being evaluated negatively, desire to 
avoid a negative mood, fear of expressing one’s own emotion, and fear of being expected to 
know more than the sender does (Dibble, 2014). In that study, fear of distressing the receiver and 
desire to avoid a negative mood were concerns that influenced the message senders’ reluctance 
to relay messages (Dibble, 2014). This tool could also be used to search for a possible correlation 
between these factors and the main qualitative factors identified for failure to fail, thereby 
establishing a quantitative link.  
Definition of Terms 
Failure to Fail 
Theoretical definition. Failure to fail describes a clinical instructor assigning passing grades to 
nursing students who do not exhibit satisfactory clinical performance (Hughes, Mitchell, & 




Operational definition. Respondents’ personal history of failure to fail is captured with items 
added to the survey.  
Pass 
Theoretical definition. Passing a course implies the achievement of the knowledge or skills 
necessary to be awarded a satisfactory grade in the course and the ability to progress to the 
following course. Passing a program implies the completion of the program, culminating in 
graduation (Docherty & Dieckmann, 2015).  
Operational definition. Respondents’ personal history of passing students is captured with 
items added to the survey.  
Pre-Licensure Nursing Program 
Theoretical definition. A pre-licensure program provides nursing students with the knowledge, 
skills, and attitudes required to take the NCLEX-RN examination to acquire licensure (Chisari et 
al., 2005).  
Operational definition. Respondents’ employment at a pre-licensure associate and 
baccalaureate nursing program is captured with the survey.  
Underperform 
Theoretical definition. An underperforming nursing student is not exhibiting the minimum level 
of competence in skills, behaviors, or performance in the clinical setting (North, Kennedy & 
Wray, 2019).  
Operational definition. Respondents’ personal history of recognizing an underperforming 
nursing student is captured with items added to the survey.  
Face-implicating factors  
Theoretical definition.  The face-implicating factors are the themes responsible for the MUM 




face-implicating factors include: desire to avoid a negative mood, fear of being evaluated 
negatively, fear of being expected to know more than one does, fear of expressing one’s own 
emotions, fear of the receiver’s emotional reaction, and fear of distressing the receiver (Dibble, 
2014).  
Operational Definition. Dibble’s (2014) tool is used to measure these items. This tool has not 
been formally named in Dibble’s study (2014).  
Chapter Summary 
The evaluation of nursing students in the clinical setting has historically been a 
complicated, challenging process fraught with grade inflation issues and subjectivity 
(Almalkwai, Jester, & Terri, 2018; Bennett & McGowan, 2014; Woolley, 1977). The term 
failure to fail refers to passing a student who does not meet the criteria to pass (Lankshear, 
1990). Most of the studies on the failure-to-fail phenomenon in nursing education have been 
qualitative, and they revealed several main themes related to faculty’s difficulty in assigning 
failing grades to underperforming students: concern for the student’s reaction (Cleland, Knight, 
Rees, Tracey, & Bond, 2008; Lankshear, 1990; Luhanga, Yonge, & Myrick, 2008a; & Paul, 
2015), fear of negative evaluation (Finch, 2010; Larocque & Luhanga, 2013; Shoemaker & 
DeVos, 1999; & Susmarini & Hayati, 2011), moral and emotional toll (Hunt, McGee, 
Gutteridge, & Hughes, 2016a; Luhanga, Yonge, & Myrick, 2008b; Schaub & Dalrymple, 2013 
& Yepes-Rios et al., 2016), assessment issues (Almalkwai et al., 2018; Dudek, Marks, & Regehr, 
2005; & Helminen, Coco, Johnson, Turunen, & Tossavainen, 2016), lack of confidence (Bogo, 
Regehr, Power, & Regehr, 2007; Dobbs, 2017; Duffy, 2003; & Illiott, 1996), role confusion or 
conflict (Bennett & McGowan, 2014; Docherty & Dieckmann, 2015; & Duke, 1996), and 
university factors (Brown, Douglas, Garrity, & Shepherd, 2012; DeBrew & Lewallen, 2014; & 




Face theory (Goffman, 1955) describes individuals’ need to protect their self-image, or 
face, from real or potential face threats. The MUM effect (Rosen & Tesser, 1970) deals with 
individuals’ reluctance to deliver bad news, in an apparent desire to protect their own and others’ 
faces from threats. Indeed, the MUM effect can result in failure to fail (Scarff et al., 2019). 
Dibble (2014) identified face-related factors for the MUM effect that are similar to the main 
themes for failure to fail: fear of the receiver’s anticipated emotional reaction, fear of distressing 
the receiver, fear of being evaluated negatively, desire to avoid a negative mood, fear of 
expressing one’s own emotions, and fear of being expected to know more than the sender does.  
Clinical nursing instructors continue to fail to fail nursing students (Brown, et al., 2012). 
These instructors bear a great responsibility and have an ethical duty to accurately evaluate 
students’ clinical performance (Bennett & McGowan, 2014), and when they award a passing 
grade to underperforming nursing students, they neglect their duty to the public by committing 
failure to fail (Black, Curzio, & Terry, 2014). The purpose of the study is to explore the 
relationship between face-implicating factors and faculty’s likelihood of failing students in the 







The purpose of the study is to explore the relationship between face-implicating factors 
and the nursing faculty’s likelihood of failing students in the clinical setting who do not meet the 
passing criteria. Most of the previous studies on the failure-to-fail phenomenon have been 
qualitative, and some common themes have arisen from that work. This chapter explores those 
themes in greater depth to provide more insight into the main reasons behind failure to fail.  
The databases used in the literature review search were CINAHL, EBSCO, ERIC, 
PubMed, ProQuest Nursing and Allied Health Database, and Google Scholar, and the following 
keywords and combinations of terms were utilized: failure to fail and nursing, nursing student 
evaluation and clinical and fail, grade inflation and nursing, nursing student failure and clinical, 
faculty confidence and fail and student, nursing student and benefit of the doubt, faculty support 
for assessment and failure, moral courage and nursing faculty, moral distress and nursing 
faculty, clinical evaluation and students and fail, evaluating students and faculty, failing students 
and nursing, faculty and guilt and students, critical conversations and nursing faculty, MUM 
effect, difficulty with negative feedback, and underperforming students. The inclusion criteria 
were as follows: English language, research articles, related to clinical evaluation, less than five 
years old, and involving nurses or healthcare-related fields. Moreover, the exclusion criteria were 
classroom evaluation, not research articles, more than ten years old, and not involving 
healthcare-related fields. From the search, 1,031 articles were initially retrieved. After removing 
duplicates, insignificant articles, and those that did not significantly address the phenomenon of 
interest, 67 studies were reviewed, and the articles were divided into main themes: evidence of 
failure to fail, concern for the student’s reaction, fear of negative evaluation, moral and 




factors (Brown, Douglas, Garrity, & Shepherd, 2012; DeBrew & Lewallen, 2014; & Elliott, 
2017)  
Evidence of Failure to Fail 
Despite the known consequences of failure to fail, recent studies have demonstrated that 
the phenomenon continues to exist. Scanlan and Care (2004) conducted a retrospective study of 
one Canadian nursing education program’s student grades over the past 25 years and found that 
90 percent of students received grades of at least B, and 60 percent received grades of A or A+. 
Furthermore, Walsh and Seldomridge’s (2005) study compared the grades of nursing students in 
10 paired class and clinical courses at one mid-Atlantic university and found evidence of grade 
inflation in every clinical component when compared to the class grades. Seldomridge and 
Walsh (2006) reviewed the grades of nursing students (n = 204) in two clinical courses at one 
mid-Atlantic university and found that 95 percent of the grades were at the level of A or B. 
Moreover, Colletti (2000) conducted a study with medical students (n = 24) at one midwestern 
U.S. university and found clear evidence of grade inflation, especially among the poorest-
performing students. Fitzgerald et al. (2010) reviewed the clinical evaluations of pre-licensure 
nursing students (n = 17) in the United Kingdom and found many instances of lack of follow-up 
on negative comments and positive overall evaluations despite evidence of substandard 
performance. In addition, students indicated a lack of constructive feedback from faculty, 
particularly in relation to perceived weak areas (Colletti, 2000). Hunt et al.’s (2012) retrospective 
study on nursing programs in the United Kingdom (n = 27) revealed that few students failed the 
clinical portion of their courses, and Brown et al.’s (2012) study on nursing faculty in Scotland 
(n = 1,790) revealed a lack of awareness among faculty regarding failure to fail; 18 percent of 
faculty members stated that they had passed a failing student, whereas 58 percent of the members 




Larocque and Luhanga (2013) contend that giving students the benefit of the doubt is actually 
synonymous with failure to fail. Paskausky and Simonelli (2014) found that a majority of 
undergraduate nursing students received higher grades in the clinical component of the course 
than the didactic component and concluded that this was evidence of grade inflation in the 
clinical setting. However, their study was limited in scope as it was conducted in only one 
clinical course and at a single university. Docherty and Dieckmann (2015) found that 43 percent 
of nursing faculty members (n = 84) at community colleges and universities reported that they 
had given students higher grades than they had earned. More importantly, 72.2 percent of the 
respondents reported having given students passing grades when performance was 
questionable—when the student could not be immediately categorized as passing or failing 
(Docherty & Dieckmann, 2015). An integrative review of literature on health-profession 
education, including nursing, speech pathology, physiotherapy, and physicians, found that 
feedback to students was scarce, was nonspecific, and focused on the student’s strengths rather 
than his or her weaknesses (Bing-You et al., 2018). These findings remained consistent despite 
the introduction of specific feedback tools (Bing-You et al., 2018). In addition, some insights 
regarding gender differences in feedback were described. For example, females were more likely 
to provide negative feedback to other females in a strictly implicit manner; feedback between 
people of the same gender generally contained fewer recommendations for improvement; males 
were more likely than females to provide critical feedback to peers; and female nurses were more 
likely to issue negative feedback to male than female residents in the OB/GYN setting (Bing-
You et al., 2018). Bing-You et al. (2018) proposed an interesting solution to the issue of 
inconsistent evaluation in the clinical nursing faculty: elect a few specialized, trained faculty 
members to deal with underperforming students instead of expecting all members to take on this 




2015. Furthermore, in a study evaluating the effects of a training intervention and personality 
characteristics on a simulation faculty’s ability to maintain intra- and inter-rater reliability when 
evaluating nursing students in simulation, evidence of failure to fail was found (Holland, 
Bambini, Blazovich, Schug & Tiffany, 2018). Participants rated students’ skills in video 
vignettes and arrived at a summative determination of whether to pass or fail the student. While 
intra- and inter-rater reliability was maintained regarding the performance levels of individual 
skills, participants were divided on whether students should receive a pass or failing grade on 
their overall competency, and many participants chose to pass students after identifying 
numerous concerns with their skills in the vignette (Holland et al., 2018). This study had a 
sufficient sample size and response rate (75 participants, 74 percent response rate). However, the 
participants represented a narrow demographic of the nursing faculty; only those who had 
experience with simulation, clinical evaluation, and web-based technologies were included 
(Holland et al., 2018).  
Main Themes Related to Failure to Fail 
Most of the studies on failure to fail have been qualitative and reveal several main 
themes: concern for the student’s reaction (Cleland, Knight, Rees, Tracey, & Bond, 2008; 
Lankshear, 1990; Luhanga, Yonge, & Myrick, 2008a; & Paul, 2015), fear of negative evaluation 
(Finch, 2010; Larocque & Luhanga, 2013; Shoemaker & DeVos, 1999; & Susmarini & Hayati, 
2011), moral and emotional toll (Hunt, McGee, Gutteridge, & Hughes, 2016a; Luhanga, Yonge, 
& Myrick, 2008b; Schaub & Dalrymple, 2013 & Yepes-Rios et al., 2016), assessment issues 
(Almalkwai et al., 2018; Dudek, Marks, & Regehr, 2005; & Helminen, Coco, Johnson, Turunen, 
& Tossavainen, 2016), lack of confidence (Bogo, Regehr, Power, & Regehr, 2007; Dobbs, 2017; 
Duffy, 2003; & Illiott, 1996), role confusion or conflict (Bennett & McGowan, 2014; Docherty 




Shepherd, 2012; DeBrew & Lewallen, 2014; & Elliott, 2017). Importantly, many of these themes 
are similar to the face-related concerns measured by Dibble (2014): desire to avoid a negative 
mood, fear of being evaluated negatively, fear of being expected to know more than one does, 
fear of expressing one’s own emotions, fear of the receiver’s emotional reaction, and fear of 
distressing the receiver. The relationship between the main themes on failure to fail and face-
related concerns from MUM effect literature is illustrated in Table 1.  
Table 1 
Relationship between main failure-to-fail themes and face-related concerns from MUM effect 
literature 
 
Main Failure-to-Fail Themes Face-Related Concerns in Mum effect Literature 
Concern for the student’s reaction Fear of the receiver’s emotional reaction 
Fear of distressing the receiver 
Fear of negative evaluation Fear of being evaluated negatively 
Moral and emotional toll Desire to avoid a negative mood 
Lack of confidence Fear of being expected to know more than one does 
Role confusion or conflict Fear of expressing one’s own emotions 
Assessment issues N/A 
University factors N/A 
 
Concern for the Student’s Reaction 
One theme that emerged from the studies on failure to fail was that faculty members 
would be hesitant to fail underperforming students out of concern for the student’s reaction 
(Finch & Poletti, 2014; Luhanga, Larocque, MacEwan, Gwekewerere, & Danyluk, 2014; Paul, 
2015). Finch and Poletti (2014) conducted in-depth interviews with social-work educators in 
Britain and Italy (N = 26) and found that, overwhelmingly, educators have a great deal of 
difficulty dealing with underperforming students and are profoundly affected by students’ 
reactions. Furthermore, Luhanga et al. (2014) conducted descriptive qualitative surveys with 
nursing, education, and social-work faculties in Canada (N = 33) and discovered that across these 




the bad news that they had failed. Paul (2015) conducted descriptive qualitative interviews with 
novice (N = 14) and experienced nursing faculty members (N = 10), and found evidence that 
both groups are concerned with negative student reactions after receiving a failing grade. This 
concern may be more evident when faculty members develop a relationship with the student, and 
the anxiety regarding the student’s reaction to potentially upsetting news was given too much 
influence in the faculty’s decision-making process (Helminen, Coco, Johnson, Turunen & 
Tossavainen, 2016). Moreover, Helminen et al. (2016) conducted a literature review on articles 
related to the clinical practice assessment of student nurses (N = 23) and found that faculty 
members are concerned with ensuring an ideal clinical experience for students. This concern may 
impede the objectivity required in clinical evaluation (Helminen et al., 2016).  
Relationship with student. One of the barriers to failing students in the clinical setting is 
the close personal relationship that can form between some students and faculty members 
(Hughes et al., 2018a; Yepes-Rios et al., 2016). Hughes et al. (2018a) conducted focus groups 
and individual interviews (N = 23) and discovered that faculty members often allow their 
feelings about students to interfere with the evaluation process. In addition, Yepes-Rios et al. 
(2016) conducted a systematic review on articles that dealt with failure to fail (N = 28) and 
learned that close relationships often formed between evaluators and students, and those 
relationships created difficulties when the evaluators were faced with failing the students. Hawe 
(2003) studied the faculty in a teacher’s education program in New Zealand and learned that the 
faculty rarely issued poor grades to “good students,” and there were cases in which “good” 
students received passing grades for assignments they had not even submitted (p.374). 
Furthermore, Paul (2015) found that novice faculty members were more likely to become 
emotionally attached to their students and feel protective of them. Msiska, Smith, Fawcett, and 




nursing students (N = 30) and learned that some students exploit faculty members’ tendency to 
bond with their students; some students discovered that the key to passing grades in the clinical 
setting was to develop a good relationship with the clinical instructor. Hunt, McGee, Gutteridge, 
and Hughes (2016b) conducted semi-structured interviews with nursing faculty who had failed at 
least one student in a practical assessment in the past two years (N = 31) and found that nursing 
students used manipulative behavior to evoke guilt and fear in faculty members in an effort to 
coerce them into giving the students passing grades.  
Concern over distressing the student. Nursing faculty members worried about the 
impact that a failing grade would have on the student’s future and aspirations (Luhanga et al., 
2014). The decision regarding whether to pass or fail the student was often weighed against the 
effect that a failing grade would have on the student’s ability to progress, graduate, or meet his or 
her career goals (Yepes-Rios et al., 2016; Ziring, Frankel, Danoff, Isaacson, & Lochnan, 2018). 
In addition, Susmarini and Hayati (2011) conducted a qualitative study with nursing faculties in 
Indonesia (n = 6) and learned that underperforming students were often given higher grades than 
they deserved out of concern for the negative impact that a low grade would have on their ability 
to find employment. Ziring et al. (2018) used a group concept mapping methodology with 
physicians (N = 315) and found that there was concern that failing an underperforming student 
would cause significant detrimental effects to the student. Faculty also empathized with students’ 
situations outside school and entertained the possibility that their substandard performance was 
merely a result of these burdens; therefore, a failing grade would only add to their load 
(Docherty, 2018; Hughes et al., 2018a). Furthermore, Docherty (2018) conducted a mixed-
methods study with a nursing faculty (N = 18) and found that faculty members sometimes feel as 
though students’ poor performance is merely a result of other challenges they are dealing with in 




Canadian faculty (n = 12) in teachers’ education programs found that the faculty struggled to fail 
students because a failing grade could crush the students’ hopes and dreams (p.6). Furthermore, 
Poorman, Mastorovich, and Webb (2011) conducted a qualitative study with nursing faculty in 
the Eastern United States (n = 30) and learned that faculty members struggle with not allowing 
their sympathetic feelings for students’ difficult situations to interfere with the evaluation 
process. Finally, Hauge, Bakken, Brask, Gutteberg, Malones, and Ulvund (2019) conducted a 
quantitative descriptive survey with Norwegian nurses (N = 561) and discovered that in some 
situations, faculty members simply do not wish to hurt students’ feelings. In this study, only 12.5 
percent had experience as part of a faculty, and only 19.5 percent of those with faculty 
experience had failed a student.  
Concern about negative student reactions. Students’ reactions to negative feedback 
about their clinical performance or grades can be unpredictable, and some faculty members have 
expressed reluctance to fail students for fear of negative student reactions (DeBrew & Lewallen, 
2014; Hauge et al., 2019; Yepes-Rios et al., 2016). DeBrew and Lewallen (2014) conducted 
qualitative semi-structured interviews with a nursing faculty (N = 24) and found that some 
faculty members were even fearful of violent student reactions to receiving a failing grade. At 
times, students can become aggressive toward the faculty and try to intimidate its members into 
giving them a passing grade (Finch, Schaub, & Dalrymple, 2014; Hunt et al., 2016b). Finch et al. 
(2014) synthesized two qualitative studies; the first was a qualitative study with social-work 
educators (N = 20) to gather information on reasons why it was difficult to fail students, and the 
second was a qualitative study with social-work educators (N = 15) that explored their 
experiences working with failing students. They noted that students could, consciously or 
unconsciously, intimidate faculty. Moreover, Hughes, Mitchell, and Johnston (2019) conducted a 




negative feedback, 61 percent of the faculty members had experienced students attempting to 
manipulate them into changing their evaluation results in some way. In addition, 60 percent 
reported anger from students, and 10 percent reported violence. Some faculty members even 
reported instances in which students became abusive and screamed after receiving a failing grade 
(Hughes et al., 2019). 
Fear of Negative Evaluation 
Another theme that was evident in the literature was a fear of negative evaluation, either 
by the students or by peers (Docherty, 2018; Ziring, Frankel & Danoff, 2018). Student 
evaluations are often important for faculty appraisal, and negative evaluations could pose a threat 
to a faculty member’s professional standing (Yepes-Rios et al., 2016). Faculties also noted the 
issue of being negatively viewed by peers as a result of failing underperforming students, which 
resulted in difficult working environments (Yepes-Rios et al., 2016).  
Concern about others’ opinions of them. Some nursing faculty members feared that 
their peers would view them in a negative light if they failed students (Hunt, McGee, Gutteridge, 
& Hughes, 2016a; Yepes-Rios et al., 2016). Hunt et al. (2016a) used semi-structured interviews 
with nursing faculties in England (N = 31) and found that the faculties held a belief that a “good 
mentor” (p.157) would not have students who received negative evaluations. In addition, 
Kennedy and Chesser-Smyth (2017) conducted qualitative interviews with an Irish nursing 
faculty (N = 9) and found that the faculty often avoided failing students out of an aversion to 
being labeled the “bad guy” (p.98). Some faculty members also felt that their colleagues may 
look upon them negatively if they failed students, and they did not want to be labeled a “poor 
teacher” (Yepes-Rios et al., 2016, p.1094). Faculty members were also concerned that they 




Desire to be liked by students. Educators’ desire to be seen in a favorable light by 
students appears to reduce the assignment of failing grades (Docherty, 2018). Novice and adjunct 
faculty members may be more inclined to experience difficulties with boundaries and to want to 
be liked by students (Paul, 2015; Yepes-Rios et al., 2016). Dobbs (2017) conducted qualitative 
interviews with New Zealand nursing educators (N = 14) and found evidence that the educators 
wanted to be liked by the students, especially in the case of educators with fewer than two years’ 
experience as faculty members.  
Moral and Emotional Toll 
One theme that was clear from many of the qualitative studies was the heavy moral and 
emotional tolls experienced by faculty members who dealt with underperforming students 
(Kennedy & Chesser-Smyth, 2017; Yepes-Rios et al., 2016). They often assumed responsibility 
for students’ shortcomings and felt isolated in the decision-making process. Many faculty 
members recalled feelings of stress, anxiety, and even anger during the process (Black et al., 
2014; Finch et al., 2014). Larocque and Luhanga’s (2013) descriptive study with a Canadian 
nursing faculty (n = 13) revealed that faculty members felt frustrated and stressed while dealing 
with underperforming students. Moreover, Black et al. (2014) conducted individual reflective 
interviews with a nursing faculty (N = 19) and found that faculty members experience significant 
moral stress when dealing with underperforming students.  
Guilt or internalization. Guilt was one of the most common emotions reported by 
nursing faculty members who dealt with the task of failing students (Black et al., 2014; Finch, 
2017; Kennedy & Chesser-Smyth, 2017; Ziring et al., 2018). As a result of a concept analysis on 
reluctance to fail, Prichard and Ward-Smith (2017, p.82) identified the defining attributes as 
unwillingness, hesitancy, guilt, and fear. Some faculty members interpreted a student’s failure as 




competence (Helminen et al., 2016; Luhanga et al., 2014; Yepes-Rios et al., 2016). Faculty 
members often found themselves absorbing significant blame a student’s failing grades, as if 
they had ineffectively guided or managed the student, which must have led to his or her failure 
(Elliott, 2017; North et al.,, 2019). Elliott (2017) conducted a qualitative study with nursing 
students (N = 10) and faculty (N = 6) and found that students felt mentors spent insufficient time 
with them to provide an adequate evaluation of their abilities, and faculty felt guilty for not 
having spent more time with students who underperformed. Faculty members assumed 
responsibility for a student’s failures and construed his or her lack of competence as a reflection 
of their teaching effectiveness (Dobbs, 2017; Finch & Poletti, 2014; Finch et al., 2014). This 
tendency among educators to internalize students’ failures as their own becomes more 
pronounced when combined with the manipulative and blaming behaviors that have been seen in 
some students after receiving undesirable feedback (Hunt et al., 2016a).  
Isolation. The final decision regarding whether to pass or fail a student is often made by 
the clinical faculty, and the gravity and independent nature of this responsibility leaves some 
faculty members feeling alone (Hauge et al., 2019; Paul, 2015; Ziring et al., 2018). Schaub and 
Dalrymple (2013) interviewed social-work educators (n = 10) in Southern England and found 
that when dealing with underperforming students, the educators find themselves feeling isolated 
and alone. Reassurances from the university about its support for the faculty’s decision do not 
seem to assuage these feelings of isolation (Kennedy & Chesser-Smyth, 2017).  
Stress, anxiety, and distress. These are common themes in studies on failure to fail 
among nursing faculties (Black et al., 2014; Kennedy & Chesser-Smyth, 2017; Luhanga, et al., 
2014); 68 percent of nursing faculty members reported personal or psychological distress as a 
result of dealing with underperforming students (Hughes et al., 2019). As a result of the stress 




illness, and lack of sleep (Black et al., 2014; North et al., 2019). North et al. (2019) conducted a 
literature review to search for evidence that faculty members were failing to fail (N = 12) and 
identified the psychological and emotional impact of failing a student as one of the key barriers 
to delivering a failing grade. Some of those physical symptoms of distress reappeared when 
recalling the initial incident with the student (Hughes et al., 2018a). Manipulative behavior on 
the part of students only added to the faculty’s stress levels (Hunt et al., 2016a). In Hughes, 
Mitchell, and Johnston’s systematic literature review on failure to fail (2016), 8 of the 20 articles 
reviewed referred to it as an emotional process. Faculty members often chose to avoid the 
emotionally fraught experience by awarding students with a passing grade (Yepes-Rios et al., 
2016). Furthermore, Couper (2018) conducted a descriptive correlational survey with nursing 
faculties (N = 390) and found a strong correlational relationship between faculty stress and role 
strain among the clinical nursing faculty faced with the task of failing an underperforming 
student; as faculty stress increased, role strain also increased. In some cases, the stress led to 
resentment if faculty members felt that their colleagues previously missed opportunities to 
address students’ shortcomings (Hunt et al., 2016b).  
Frustration and anger. As faculty members’ feelings of isolation in their role, 
resentment toward other faculty members who seemingly did not fulfill their responsibilities 
toward underperforming students, and levels of stress commensurate with the strain of their role 
all increased, those individuals reported growing levels of frustration and anger (Black et al., 
2014; Finch et al., 2014; North et al., 2019). Finch and Poletti (2014) explored the experiences of 
Italian and British social workers when working with struggling or failing students, and though 
they observed that these situations were complicated and challenging for all participants, they 
noted increased anger and blame from almost all of the British participants. In addition, Finch 




and discovered that many of them described feelings of anger; this anger was directed at the 
students, the organization, and the educators themselves. When retelling their stories about 
dealing with underperforming students, many of the participants began to experience these angry 
feelings again (Finch, 2010).  
Lack of Confidence  
A lack of confidence in the role as an evaluator of students in the clinical setting was 
another common contributing factor to failure to fail (Finch, 2017; Hunt et al., 2016b; Kennedy 
& Chesser-Smyth, 2017; Yepes-Rios et al., 2016). Finch (2017) observed meetings in which 
faculty made decisions on underperforming social-work students and observed a lack of 
confidence in the decision-making process overall among faculty members. In a systematic 
literature review on failure to fail, 6 of the 20 articles reported lack of confidence as a main 
contributor to failure to fail (Hughes et al., 2016). Bennett and McGowan (2014) conducted 
qualitative focus groups with nursing faculty members (N = 35) and found that some mentors 
lacked confidence in evaluating students in the clinical setting because they felt insufficiently 
prepared for this task. This was unsurprisingly more prevalent in novice faculty members or 
those new to the role of a clinical evaluator (Docherty, 2018; Paul, 2015). Elliott (2016) 
conducted a literature review on strategies for managing underperforming students and found 
that although some of the faculty members who suffer from a lack of confidence are able to 
articulate available support systems from the university, those support systems either were not 
utilized or appeared to be insufficient due to the complexity of the scenario or the persistence of 
faculty doubts.  
Lack of preparation. The role of clinical nursing faculty requires specialized 
orientation, and some faculty members do not feel adequately prepared for the responsibilities of 




study conducted by Schoening (2013) with 20 nursing faculty members in the Midwest United 
States revealed that most new members begin the teaching role in anticipation of the positive 
differences they can make in students’ lives. This stage of anticipation is followed by a stage of 
disorientation, during which the new nursing faculty members realize that they have not been 
adequately prepared for their role and must “sink or swim” (Schoening, 2013, p.169). According 
to Hauge et al. (2019), 43 percent of nursing faculty members felt unprepared to deal with 
underperforming students in the clinical setting. Likewise, according to Hughes et al. (2019), 
almost 69 percent of clinical nursing faculty members would like more professional development 
related to the evaluation of underperforming students in the clinical setting. This was particularly 
evident in novice faculty members, who felt especially ill-prepared to cope with the demands of 
underperforming students in the clinical setting (Paul, 2015). This lack of experience and 
preparation led to inconsistent grading among clinical faculty and a lack of knowledge about 
accurate expectations of student performance (Dobbs, 2017; Hughes, Johnston, & Mitchell, 
2018b). Furthermore, Heaslip and Scammell’s (2012) questionnaire for mentors (n = 112) and 
students (n = 107) revealed inconsistent grading among mentors and a need for more orientation 
to the evaluator role. Finally, Hughes et al. (2018b) conducted qualitative interviews and focus 
groups (N = 23) with nursing faculty members and discovered that they often felt as if they had 
been “thrown in” to the role of an evaluator without sufficient preparation (p.246) 
Role Confusion or Conflict 
 In addition to the lack of preparation for the duty of evaluating students in the clinical 
setting, many faculty members also relayed difficulty adjusting to this role (Bennett & 
McGowan, 2014). For some members, the supportive and evaluative elements of the role 
contradict each other and cause role confusion (Bennett & McGowan, 2014). Some members of 




Helminen et al., 2016), and those who viewed the faculty-student relationship as a friendship 
experienced increased difficulty with role conflict (Cassidy, Coffey. & Murphy, 2017; Paul 
2015). Cassidy et al. (2017) conducted semi-structured interviews and focus groups (N = 58), 
and they noted that faculty members felt conflicted between the desire to nurture hope for 
passing and the need to potentially hurt the student’s feelings, especially if they felt they had a 
friendly relationship with the student. Moreover, Couper (2018) found a strong positive 
relationship between faculty stress and role strain in clinical nursing faculty members who 
worked with underperforming students; the major factor that affected role strain was faculty 
stress.  
Benefit of the doubt. The phrase benefit of the doubt appears frequently in literature 
related to the phenomenon of failure to fail (Hughes et al., 2018a). In a literature review, Elliot 
(2016) identified a benefit-of-the-doubt culture as one of the main themes related to failure to 
fail. Docherty and Dieckmann (2015) conducted a descriptive survey with nursing faculty 
members (N = 84) and learned that even though the faculty reported low instances of failure to 
fail, they also reported high instances of giving the benefit of the doubt to underperforming 
students. Furthermore, Larocque and Luhanga (2013) conducted a qualitative descriptive study 
with nursing faculty members (N = 13) and found that the issue is that giving students the benefit 
of the doubt is actually the same as failing to fail. Many of the rationales for giving students the 
benefit of the doubt are the same as those for failing to fail. In some cases, faculty members 
stated that they gave students the benefit of the doubt because they wanted to be supportive 
(Dobbs, 2017). In Luhanga, Yonge, and Myrick’s (2008b) qualitative study of the nursing 
faculty (n = 22), participants stated that they felt faculty gave the benefit of the doubt to 
underperforming students out of complacency or laziness (p.7). In other instances, faculty 




definitive judgment about their abilities; therefore, they gave them the benefit of the doubt and 
assigned a passing grade (Elliott, 2017; Kennedy & Chesser-Smyth, 2017). In the absence of 
glaring patient safety issues, the clinical nursing faculty rationalized giving students the benefit 
of the doubt by stating that the students had met the minimum requirements, and while they may 
not be well-suited for acute care, they may be safe for less intense settings (Docherty, 2018; 
Hauge et al., 2019). Other faculty members gave underperforming students the benefit of the 
doubt as a means of avoiding negative student reactions or complicated appeals processes 
(Luhanga et al., 2014); this is an act that is less about the student than the faculty. Other faculty 
members took students’ personal characteristics into consideration and gave likeable or overly 
assertive students the benefit of the doubt (Elliott, 2016).  
First-year students failed less often. Several studies have mentioned the tendency of 
clinical faculties to give underperforming students in the first year of nursing programs 
additional time to improve, rather than assign a failing grade (Burden, Topping, & O’Halloran, 
2018; Docherty, 2018; Hughes et al., 2018a; Luhanga et al., 2014; Yepes-Rios et al., 2016). 
Burden et al. (2018) conducted a mixed-methods study with nursing students (N = 41) and the 
analysis of their faculty’s comments on their evaluations, and the researchers noted a tendency 
for faculty to pass underperforming students in their early clinical placements. According to 
Hughes et al. (2019), 12 percent of faculty passed underperforming students in the first year of 
their program, compared to 4.7 percent in the second year. Furthermore, Tanicala, Scheffer, and 
Roberts (2011) conducted focus groups with U.S. and Canadian nursing faculties (n = 11) and 
learned that there are higher expectations of students at the end of the program; in many cases, 
infractions witnessed at the lower levels of a program were not enforced. This is a form of 
benefit of the doubt, focused specifically on students at the beginning of their program (Luhanga 




other faculty members would correct the students’ deficits (Elliott, 2017; Kennedy & Chesser-
Smyth, 2017). As mentioned previously, this thought process contributed to anger and 
resentment in faculty members who were left to mentor students who displayed 
underperformance in previous clinical rotations that was not addressed (Black et al., 2014; Finch 
et al., 2014; North et al., 2019). 
Failing is uncaring or punitive. One of the reasons for clinical faculty role confusion 
when working with underperforming students is the conflicting interpretation of the act of failing 
students. To some members of faculty, a failing grade is much too harsh a penalty for the minor 
infraction of not meeting expected competencies (Docherty & Dieckmann, 2015). Some faculty 
members want the clinical experience to be a positive learning environment for students, and 
they feel that assigning low grades detracts from the benefit to the student (Helminen et al., 
2016). Moreover, nursing, medicine, and social work are caring professions, and some faculty 
members in these fields see the act of assigning a failing grade as an uncaring action (Bogo, 
Regehr, Power, & Regehr, 2007; Cleland, Knight, Rees, Tracey, & Bond, 2008; Rees, Knight & 
Cleland, 2009; Yepes-Rios et al., 2016). Duffy’s (2003) qualitative study on the Scottish nursing 
faculty (n = 40) found that faculty members were reluctant to fail students because of an 
underlying belief that nurses were caring, and failing students was not a caring act. Furthermore, 
Bogo et al. (2007) conducted individual interviews (n = 19) and focus groups (n = 81) with 
Canadian social-work educators and learned that the educators experienced conflict between 
their deeply held professional values and the need to pass judgments on students’ performance. 
Cleland et al. (2008) conducted focus groups with medical educators (n = 70) in the United 
Kingdom and found that the educators experience a disconnect between the expectations of 
educating and evaluating students. In addition, Rees et al. (2009) conducted focus groups with 




considered it their role to help students pass their course; they viewed failing students as a 
confrontational, aggressive process.  
Fear of litigation. A few studies mentioned faculty passing underperforming students as 
a result of a fear of litigation (Yepes-Rios et al., 2016). Some faculty members were intimidated 
by the prospect of having to provide support for their evaluation of the student, especially for 
students whose performance could be categorized as borderline (Docherty, 2018). Others 
expressed an unfamiliarity or lack of trust with the appeal process; according to Hughes et al. 
(2019), 56 percent of the nursing faculty did not believe that the appeals process favored the 
faculty. These cases usually involved additional documentation and added time and effort on 
behalf of the faculty (Docherty & Dieckmann, 2015).  
Assessment Issues 
The process of evaluating students in the clinical setting seems to be fraught with issues, 
according to the findings of many qualitative studies (Bennett & McGowan, 2014; DeBrew & 
Lewallen, 2014; Helminen et al., 2016). One main problem is the persistent subjectivity of the 
assessment of students in the clinical setting, despite apparent advances in evaluation tools. 
Other issues are the difficulty in defining competence and the struggle to evaluate abstract 
concepts such as attitude and motivation. Consistent time constraints in the evaluation of 
students in the clinical setting remain an issue as well.  
Subjective nature of assessment. Several studies have revealed that the nursing faculty 
considered the evaluation of students in the clinical setting to be a largely subjective process 
(Cassidy et al., 2017; DeBrew & Lewallen, 2014; Elliott, 2017; Yepes-Rios et al., 2016; Ziring et 
al., 2018). Jervis and Tilki (2011) conducted a qualitative study with a nursing faculty (n = 14) in 
the United Kingdom and found that faculty members have difficulty arriving at a definitive 




that there were often differences in viewpoints between preceptors, clinical faculty, and clinical 
coordinators about the same student (Hughes et al., 2018a). The subjectivity in this process can 
lead to many pervasive issues in the phenomenon of failure to fail, including the practice of 
giving students the benefit of the doubt (Elliott, 2016).  
Ambiguity in competence and attitude. Some clinical faculty struggled with the 
ambiguous concept of clinical competence, especially for behaviors that were difficult to 
quantify according to stated clinical objectives (Cassidy et al., 2017; DeBrew & Lewallen, 2014; 
Helminen et al., 2014; Ziring et al., 2018). Almalkawi, Jester, and Terry (2018) completed a 
literature review and found that the terms used to define competence were often vague and open 
to individual faculty interpretation, which led to inconsistencies in grading. In addition, a focus 
on competence led some faculty members to overemphasize students’ successful completion of 
skills and deemphasize their apparent lack of professionalism (Elliott , 2017). Moreover, some 
struggled not only with their ability to assess a student’s attitude (Yepes-Rios et al., 2016), but 
also with their authority to do so (Elliott, 2016).  
Issues with evaluation tools. The presence of ineffective or confusing evaluation tools 
was one of the reasons cited for the difficulty in assessing competency and attitude (Almalkawi 
et al., 2018; Elliott, 2017; Helminen et al., 2016). The tools reportedly often gave vague 
descriptions of student expectations and assessment frameworks (Almalkawi et al., 2018). 
Hughes et al. (2018a) reported that faculty members found clinical evaluation rubrics inadequate, 
and 43 percent of them were unsure about what information should be documented. Dudek et 
al.’s (2005) study on clinical supervisors in a medical school in Canada (n = 21) revealed that 
many students passed because the supervisors failed to keep notes about their performance. In 
addition, according to several studies, faculty occasionally opted to forego the evaluation tools 




You et al. (2018) conducted a literature review (N = 51) and learned that the evaluation tools are 
often complicated and confusing, and faculty members have little or no training on their proper 
use. North et al. (2019) noted faculty difficulty in completing evaluation tools for struggling 
students, but this was not seen in high-achieving students.  
Time constraints or time-consuming nature of evaluation. Several studies have 
mentioned the significant time investment necessary for the additional mentoring and assessment 
of underperforming students (Bennett & McGowan, 2014; Cassidy et al., 2017; Hughes et al., 
2018b; Luhanga et al., 2014; Ziring et al., 2018). In some cases, faculty members were simply 
unable to spare the additional time required to work with those students (Hauge et al., 2019), so 
they opted to give the students the benefit of the doubt instead (Hughes et al., 2018b; Kennedy & 
Chesser-Smyth, 2017; Yepes-Rios et al., 2016). In addition, faculty members felt uncomfortable 
assigning a failing grade to students if they were unable to spend sufficient time observing the 
students’ performance in the clinical setting (Helminen et al., 2016). Elliott (2017) found that 
time constraints were the primary barrier to assigning a failing grade to underperforming 
students.  
University Factors 
Many qualitative studies have highlighted the importance of support from peers, 
administrators, and organizations when faculty navigated the difficult decision-making process. 
Some studies cited a sense of pressure to pass underperforming students as a reason for doing so. 
Cassidy et al. (2017) discussed the importance of faculty members feeling that they had 
permission from peers and administrators to fail students.  
Lack of support. Faculty often sought support and validation from colleagues or 
supervisors when determining the fate of underperforming students (Finch, 2017; Hughes et al., 




circumstances were consistently disappointing (Cassidy et al., 2017; Docherty & Dieckmann, 
2015; Elliott, 2016; Elliott, 2017; Hauge et al., 2019; Luhanga et al., 2014; North et al., 2019; 
Yepes-Rios et al., 2016; Ziring et al., 2018). Couper (2018) found that faculty members’ level of 
role strain increased as their perception of the amount of organization support decreased. 
Furthermore, DeBrew and Lewallen (2014) pointed out that faculties felt they had better 
administrative support when students posed obvious threats to patient safety, whereas when 
students’ performance did not clearly meet the criteria to fail, the support received was not as 
robust. Luhanga et al. (2008a) conducted interviews with acute-care nurses serving as preceptors 
for nursing students in the final year of their clinical practicum. The preceptors reported 
difficulty making critical decisions about students without adequate support from the faculty 
(Luhanga et al., 2008a). The timing of when faculty members seek support regarding 
underperforming students is also an issue. Several studies have mentioned that faculty members 
sought assistance from colleagues or supervisors only after unsuccessfully attempting to correct 
the issue themselves, instead of at the onset of the issue (Elliott, 2016; Hauge et al., 2019; Paul, 
2015).  
Lack of time or available options for remediation. Some faculty members did not feel 
comfortable failing students unless they had sufficient possibilities for remediation, and since the 
remediation opportunities were limited, they opted to pass the student, so that he or she could 
continue improving along the course of the program (Yepes-Rios et al., 2016; Ziring et al., 
2018). Another issue is the lack of time to observe significant improvement in students, which is 
potentially exacerbated by delayed identification of the need for remediation (Hughes et al., 
2018b). According to Hughes et al. (2019), 69 percent of respondents believed that at least three 
weeks would be required to adequately assess students’ performance, and 68.4 percent admitted 




Pressure from peers or university to pass student. In some cases, the faculty revealed 
implicit or explicit pressure from the university to pass underperforming students (Docherty, 
2018; North et al., 2019; Yepes-Rios et al., 2016). One of the stated reasons for this was a 
tendency for universities or nursing programs to focus on student satisfaction (Hughes et al., 
2018b; Ziring et al., 2018). There was also evidence of pressure to adapt to the grading norms of 
more lenient colleagues (Cassidy et al., 2017; Dobbs, 2017; Docherty, 2018; Docherty & 
Dieckmann, 2015; Yepes-Rios et al., 2016). A number of studies found evidence of faculties’ 
fears that the university would overturn their decision to fail a student (Finch, 2017; Finch & 
Poletti, 2014; Hughes et al., 2018b; North et al., 2019; Ziring et al., 2018). Faculty members who 
had decisions to fail students overturned relayed feelings of betrayal and injustice (Docherty & 
Dieckmann, 2015).  
Factors that Prevent Failure to Fail 
Faculty members who assigned failing grades to underperforming students in the clinical 
setting expressed a sense of duty to do so (Black et al., 2014; Cassidy et al., 2017; Hughes et al., 
2018a). These individuals thought of themselves as gatekeepers to the nursing profession 
(Hughes et al., 2016; Hughes et al., 2018a; Yepes-Rios et al., 2016). According to Hughes et al. 
(2019), 97.3 percent of respondents reported feeling a strong duty of care to the nursing 
profession and patients. Responsibility to protect the safety of patients was a common thread in 
the statements of faculty who assigned failing grades to students who did not meet the passing 
criteria (Black et al., 2014; Finch & Poletti, 2014; Yepes-Rios et al., 2016). By overcoming the 
inherent stress of assigning a failing grade to an underperforming student in the clinical setting, 
these nursing faculty members displayed moral integrity and courage (Black et al., 2014; Yepes-




The MUM Effect 
 Dibble’s (2014) study on the MUM effect connected face theory, politeness theory, and 
conversational constraints theory by exploring the effects of face concerns on message senders’ 
transmissions of messages. This study used a quantitative survey with items designed to measure 
message senders’ desire to avoid a negative mood, fear of negative evaluation, fear of being 
expected to know more than the sender, fear of expressing their own emotions, fear of the 
receiver’s emotional reaction, and fear of distressing the receiver (Dibble 2014, p.231). Dibble 
(2014) also developed items to assess the perceived importance of the message and the 
reluctance of the sender. The study was conducted with students (mean age = 21 years; N = 229) 
in communication classes at a Pacific university. The results demonstrated that fear of distressing 
the receiver was responsible for some of the senders’ reluctance to deliver a negative message, 
and the delay in transmission of the message was partially attributed to a desire to avoid a 
negative mood (Dibble, 2014). However, the “importance of the message” may have been 
somewhat subjective for message senders, which may have represented a limitation (Dibble, 
2014). The study also randomized the message delivery method for the message senders, and 
various message delivery methods have been shown to affect reluctance in message delivery 
(Dibble, 2014). Yet, Dibble (2014) strongly advocated for face-related approaches to be used as 
the foundation for future studies related to communication, as well as continued refinement of 
face-threat measurement tools.  
 Dibble et al. (2015) conducted an experiment with students in communication courses at 
a Pacific university (N = 270, mean age = 22 years) and noted findings consistent with previous 
studies on the MUM effect. Participants showed more reluctance to deliver a message when the 
news was bad; in addition, the results indicated that males exhibited a slight delay when giving 




scripted bad news, which suggests that there is increased cognitive effort in choosing one’s 
words with negative feedback as opposed to positive feedback (Dibble et al., 2015). However, 
scripted bad news was delayed longer than scripted good news. If the increased cognitive effort 
of choosing the words to deliver negative feedback accounted for the entire delay, then scripted 
bad news would not have been delayed as opposed to scripted good news; this demonstrates the 
influence of politeness theory (Dibble et al., 2015). The participants in this study were young 
college students, which limits the generalizability of the study (Dibble et al., 2015).  
 Ginsburg, van der Vleuten, Eva, and Lingard (2016) reviewed the evaluation reports of 
first-year medical residents in Canada (N = 63) and found evidence of hedging, which is one of 
the main strategies in politeness theory. These findings echo the results of studies on nursing 
students wherein faculty leniency was observed with students in the early segments of their 
clinical rotations (Burden, Topping, & O’Halloran, 2018; Docherty, 2018; Hughes et al., 2018a; 
Luhanga et al., 2014; Yepes-Rios et al., 2016). One limitation of this study is the possibility that 
some of the evidence of hedging could instead be attributed to the evaluators’ writing styles 
(Ginsburg et al., 2016).  
 Dibble and Sharkey (2017) conducted a qualitative study with young college-age students 
from communication courses (N = 330, mean age = 21 years) and asked them to recall an 
incident in which they had to deliver bad news to another person. They found that the more 
extreme the bad news was, the more reluctance the message sender reported in delivering the 
message. In addition, more reluctance was reported when the messenger could potentially be 
seen as the cause of the bad news (Dibble & Sharkey, 2017). As a result of this study’s findings, 
Dibble and Sharkey (2017) arrived at four main themes for message senders faced with 




emotional impact; how to discuss the topic with the receiver; and the possibility of damaging 
their relationship with the receiver, or others.  
 Dibble (2018) conducted a study with students in communication courses at a Midwest 
university (N = 360, mean age = 20 years) and again found more reluctance among participants 
to deliver bad news than good news, consistent with previous studies on the MUM effect. 
However, these findings revealed that direct versus indirect communication methods did not 
affect reluctance (Dibble, 2018). Fear of distressing the recipient and fear of being blamed both 
predicted reluctance, but fear of being negatively evaluated did not (Dibble, 2018). Overall, fear 
of distressing the recipient drove more reluctance than concern for one’s own emotional harm. 
As with Dibble’s (2015) work, this study also relied on an imagined scenario, and the 
participants in this study were young college students, which limits generalizability (Dibble, 
2018).  
Scarff, Bearman, Chiavaroli, and Trumble (2019) conducted a literature review on the 
MUM effect and noted the following five practical implications of the work on this effect for 
clinical settings: 1) the MUM effect is inevitable; 2) focusing more on the benefit of the message 
for the learner may help to reduce some of the discomfort for evaluators; 3) the incidence of the 
MUM effect may be reduced if clinical faculties consider the delivery of critical feedback as a 
natural part of their role; 4) occasionally, there are benefits to delaying negative messages; and 5) 
faculty need to be more forgiving of the evaluators. In Leng, Stegers-Jager, Born, and 
Themmen’s commentary (2019), they agreed with the concept of focusing on the benefit of the 
message for the learner. They stated that to combat the MUM effect, clinical nursing faculties 
should redirect students toward learning goals, instead of earning good scores (Leng et al., 2019). 
Learning goals are more forgiving of mistakes, emphasize that failure is part of the learning 





Evidence of failure to fail exists both in nursing (Docherty & Dieckmann, 2015; Holland 
et al., 2018; Paskausky & Simonelli, 2014) and in the fields of speech pathology, physiotherapy, 
and medicine (Bing-You et al., 2018). Most of the work on this phenomenon has been 
qualitative, and studies have yielded some common factors that relate to failure to fail: concern 
for the student’s reaction, fear of negative evaluation, moral and emotional toll, lack of 
confidence, role confusion or conflict, assessment issues, and university factors.  
In some instances, faculty had a friendly relationship with students and felt reluctant to 
harm that relationship by failing the students, regardless of their poor performance (Hughes et 
al., 2018a; Yepes-Rios et al., 2016). Furthermore, faculty members were often averse to 
distressing a student with a failing grade, and they worried that the student had not demonstrated 
sufficiently serious violations to warrant the negative effects of a failing grade (Luhanga et al., 
2014; Yepes-Rios et al., 2016; Ziring et al., 2018). They were also concerned that a student 
would react negatively to the news that he or she was going to receive a failing grade (DeBrew & 
Lewallen, 2014; Hauge et al., 2019; Yepes-Rios et al., 2016).  
In addition, faculty members expressed concerns about how peers or administrators 
would view them or their teaching abilities if they assigned failing grades to clinical students 
(Hunt, McGee, Gutteridge, & Hughes, 2016a; Yepes-Rios et al., 2016). The belief that good 
faculty could produce passing students was evident (Hunt et al., 2016a). Faculty often felt the 
need to be liked by students and displayed difficulty with boundaries (Dobbs, 2017; Docherty, 
2018; Paul, 2015; Yepes-Rios et al., 2016).  
Many faculty members struggled with guilt when dealing with underperforming students 
(Black et al., 2014; Finch, 2017; Kennedy & Chesser-Smyth, 2017; Ziring et al., 2018). They 




failure (Dobbs, 2017; Finch & Poletti, 2014; Finch et al., 2014). They also felt alone when 
making the difficult decision to pass or fail underperforming students by themselves (Hauge et 
al., 2019; Paul, 2015; Ziring et al., 2018). The emotional toll of failing a student has been cited in 
many studies and often manifested itself in physical ways (Black et al., 2014; Hughes et al., 
2019; Kennedy & Chesser-Smyth, 2017; Luhanga, et al., 2014).  
Furthermore, faculty members lacked confidence in their decision to fail 
underperforming students (Finch, 2017; Hunt et al., 2016b; Kennedy & Chesser-Smyth, 2017; 
Yepes-Rios et al., 2016). In some cases, this was due to a lack of sufficient preparation for the 
expectations of the faculty role (Bennet & McGowan, 2014; Yepes-Rios et al., 2016; Ziring et 
al., 2018). A lack of confidence and feelings of lack of preparation were more prevalent among 
novice faculty members (Docherty, 2018; Paul, 2015).  
Role confusion is a serious concern for clinical nursing faculties dealing with 
underperforming students (Bennett & McGowan, 2014). Some faculty members feel strongly 
that failing students is an uncaring act, and they focus on conveying compassion, conceptualized 
by allowing the student to pass (Docherty & Dieckmann, 2015; Helminen et al., 2016; Yepes-
Rios et al., 2016). When faculty members struggle with role confusion, they often give 
underperforming students the benefit of the doubt and assign a passing grade despite deficiencies 
(Dobbs, 2017; Docherty & Dieckmann, 2015; Hughes et al., 2018a; Larocque & Luhanga, 2013). 
They may also allow a student to pass in early clinical rotations in the hopes that his or her 
competence level will eventually improve (Burden, Topping, & O’Halloran, 2018; Docherty, 
2018; Hughes et al., 2018a; Luhanga et al., 2014; Yepes-Rios et al., 2016). At times, faculty 
members allow a fear of litigation to impede the delivery of a failing grade to underperforming 




Faculty members also felt that the assessment of nursing students in the clinical setting 
could involve significant subjectivity (Cassidy et al., 2017; DeBrew & Lewallen, 2014; Elliott, 
2017; Yepes-Rios et al., 2016; Ziring et al., 2018). There is considerable room for individual 
interpretation when evaluating ambiguous concepts such as competence and attitude (Cassidy et 
al., 2017; DeBrew & Lewallen, 2014; Helminen et al., 2014; Ziring et al., 2018). In addition, the 
tools used to evaluate nursing students’ competence in the clinical setting can often be confusing 
(Almalkawi et al., 2018; Elliott, 2017; Helminen et al., 2016), and that evaluation process is 
arduous and time-consuming (Bennett & McGowan, 2014; Cassidy et al., 2017; Hughes et al., 
2018b; Luhanga et al., 2014; Ziring et al., 2018).  
On the one hand, faculty members often felt the need to have support from colleagues or 
supervisors when dealing with underperforming students (Finch, 2017; Hughes et al., 2016; 
Luhanga et al., 2014). However, the amount of support received was often substandard (Cassidy 
et al., 2017; Docherty & Dieckmann, 2015; Elliott, 2016; Elliott, 2017; Hauge et al., 2019; 
Luhanga et al., 2014; North et al., 2019; Yepes-Rios et al., 2016; Ziring et al., 2018). In some 
cases, faculty members felt that the curricular structure left insufficient time for students to 
remediate on identified deficiencies, and they were reluctant to punish students for what they felt 
was a university shortcoming (Yepes-Rios et al., 2016; Ziring et al., 2018). Faculty also reported 
feeling pressured by peers or supervisors to pass underperforming students (Docherty, 2018; 
North et al., 2019; Yepes-Rios et al., 2016) and having failing grades overturned (Finch, 2017; 
Finch & Poletti, 2014; Hughes et al., 2018b; North et al., 2019; Ziring et al., 2018).  
On the other hand, some faculty members felt a responsibility to ensure that students 
received failing grades when their performance warranted them (Black et al., 2014; Cassidy et 
al., 2017; Hughes et al., 2018a). These individuals felt that they were gatekeepers to the nursing 




protect patients thus outweighed any potential stress or discomfort they encountered during the 
process (Black et al., 2014; Finch & Poletti, 2014; Yepes-Rios et al., 2016). 
Studies on the MUM effect have also produced some common factors that relate to this 
issue: concern regarding the reaction of the receiver, concern for the sender’s own emotional 
impact, uncertainty about how to the topic with the receiver, and the possibility of damaging 
their relationship with the receiver or others (Dibble & Sharkey, 2017). These factors are similar 
to the main themes for failure to fail.  
Awareness of the factors related to failure to fail is beneficial for faculty, but the ability 
to determine which factors are more prevalent in specific faculty members would be more 
beneficial in predicting the likelihood of failure to fail and prescribing specific measures to 
reduce its probability. This would require a tool to quantitatively measure certain factors’ impact 
on faculty’s decision to pass or fail underperforming students. In Dibble’s (2014) study, a survey 
comprised of themes similar to the main themes for failure to fail was used to determine the 
effect those factors had on the deliverance of bad news. If that survey was utilized with the 
nursing faculty, the results should illustrate the extent to which each factor affects faculty 






 The purpose of the study is to explore the relationship between face-implicating factors 
and the nursing faculty’s likelihood of failing students in the clinical setting who did not meet the 
passing criteria. Only qualitative research has been conducted and revealed several common 
themes responsible for failure to fail in nursing education. Quantitative research on the topic 
could offer a measurement of the influence of each theme on failure to fail. This information 
would provide crucial new insight into the phenomenon of failure to fail, and it would afford 
nursing faculty and educational leaders the ability to modify their efforts to resolve the issue.  
Research Design 
 The study was a quantitative descriptive design that used a snowball sample of pre-
licensure clinical nursing faculty from associate and baccalaureate nursing programs. The design 
is appropriate because this method explores the relationship between variables (Sheperis, Young, 
& Daniels, 2010), and the goal of the study is to explore the relationship between face-
implicating factors and the nursing faculty’s likelihood of failing students. This design was 
chosen because of the desire to advance Dibble’s (2014) work with a population of nursing 
faculty members and the use of scenarios derived from qualitative research on failure to fail to 
collect participants’ responses to situations involving underperforming students.  
Research Assumptions 
 One of the main assumptions for the study was that the faculty participants would be 
forthcoming and sincere with their responses to the scenarios. If they lacked candor, the results 
could not be trusted. The study also assumed that participants would be able to recognize 
instances in which they committed failure to fail—Brown et al.’s study (2012) found a lack of 




population of faculty participating in the study would represent an evenly distributed percentage 
of faculty members with varied feelings and experiences regarding evaluating students in the 
clinical setting. A further important assumption was that the main themes from failure-to-fail 
literature would be relevant to the respondents; this study sought to examine their impact on the 
faculty’s decision to pass or fail students. The final assumption was that the tool had test validity 
and internal consistency.  
Setting 
 The study was conducted through an online survey in RedCap (Harris et al., 2009). The 
survey was sent to the nursing leaders of nursing programs in the United States, accredited by the 




 A nonrandom sampling method was used for the study. Though snowball sampling offers 
ease of use, it does risk sampling bias; individuals who are willing participate in studies may 
have different experiences than those who do not participate (Sheperis et al., 2010). In addition, 
snowball sampling offers limited generalizability (Sheperis et al., 2010).  
Eligibility Criteria 
Inclusion and exclusion criteria were closely examined to ensure that the participants 
were appropriate for the study. Due to the implication that failing to fail an underperforming 
nursing student in the clinical setting results in a potentially unsafe situation for patients, it was 
important to focus on the pre-licensure nursing faculty, since post-licensure students have 





Inclusion criteria. Respondents for the study were eligible for participation if they 
served as part of a pre-licensure nursing faculty with experience as a clinical instructor within the 
past three years. Both associate and baccalaureate degree faculty members were included in the 
study, since the outcome of both pre-licensure programs is intended to be readiness for practice. 
The respondents also needed to be able to access and complete the online survey via the internet.  
Exclusion criteria. Respondents were excluded from the study if they did not have 
experience as clinical instructors or if that experience was longer than three years ago. Exclusion 
was also necessary if respondents were not pre-licensure faculty members. Finally, since the 
study was conducted via an online survey, any respondents who were to be excluded were 
eliminated by adding screening items to the survey.  
Sample Size 
 G*Power 3.1.9.4 software was utilized to calculate the appropriate sample size, which 
was determined to be at least 67 participants (Faul, Erdfelder, Lang, & Buchner, 2007). The 
statistical test chosen was correlation: bivariate normal model. A one-tailed test was selected 
because the themes used for the study have been shown to influence faculty to fail students. The 
selected effect size was 0.3 for moderate effect, while the alpha error probability was 0.05 to 
reduce the probability of a Type I error, and the power was set at 0.80. A total of 353 faculty 
members responded, and 327 of those responses were usable. These responses were divided into 
groups A–D based on the assigned scenario for their questionnaire. The four groups further 
illustrated in Chapter 4.  
Recruitment  
 To recruit participants, the researcher utilized the public databases from the CCNE and 
ACEN websites that list nursing administrators’ names, addresses, phone numbers, and email 




Rico (“CCNE-accredited,” 2020; “Search ACEN,” 2013). An email was sent to each nursing 
administrator from the ACEN and CCNE websites, with an attached copy of the survey, as well 
as a link to it. Each email clarified that the nurse administrators’ contact information was gained 
from the ACEN or CCNE website. The emails also provided the researcher and dissertation 
chair’s contact information and email addresses if further information was required.  
Protection of Human Subjects 
 According to the U.S. Department of Health and Human Services (HHS), surveys qualify 
for exempt status (“Electronic Code,” 2018). The study was carried out through online surveys in 
RedCap. Participants were not asked their names or any identifying information, and they 
therefore remained anonymous. The proposal was submitted through an application to the Nova 
Southeastern University Institutional Review Board for review, and it obtained exempt status.  
Risks and Benefits of Participation  
No identifying information of participants was collected, and details regarding specific 
student situations was not collected. However, two risks of participation are noted.  A potential 
risk of participation could be the resurfaced feelings for a faculty member who issued a passing 
grade to a student who did not meet the criteria to pass. The acknowledgement of personal 
tendencies to issue passing grades to students who did not meet the passing criteria could have 
been another potential benefit of participation.  
Rigor 
The rigor of a study deals with the study’s internal and external validity, reliability, and 
objectivity (Pounder, 1993). To ensure internal validity, the researcher made certain that 
participants were not chosen based on their predilection for passing or failing underperforming 
students. A minimum sample size of 67 respondents was recommended, but a larger sample size 




avoid leading the respondents to answer in a specific manner. The study utilized four scenarios, 
since using multiple scenarios increased the generalizability of the study. Threats to external 
validity include any artificiality in the survey design compared to real-world situations (Sheperis 
et al., 2010). The study employed hypothetical scenarios, and there was a chance that 
respondents’ answers to the survey questions may not have reflected their actual feelings if they 
were faced with an actual underperforming student. For this reason, the results in this study can 
only be generalized as far as the scenarios extend. The Cronbach’s alphas of each subscale of the 
survey that was used for this study ranged from .91 to .95 in Dibble’s study (2014). 
Data Management and Organization 
The surveys were conducted anonymously, and identifying information was not included. 
The data collected has been saved in RedCap software suite, and the downloaded data will be 
saved on the researcher’s password-protected computer for 3 years. After this time period, all 
computerized data will be erased. Only the researcher will have access to the data.  
Data Collection 
Instrumentation. One instrument was utilized in the study: an online survey in RedCap 
that was adapted from a survey created by Dibble (2014) and used in a study that examined the 
effect of face-implicating factors on respondents’ transmission of bad news. The researcher 
obtained permission from Dr. Dibble to use the original survey for the study, with appropriate 
citation. It had not been previously employed in the nursing or nursing faculty population. 
However, the face-implicating factors that were explored with the original survey are similar to 
those comprising the main themes related to failure to fail.  
Face-implicating factors instrument. The tool used for the study was adapted from a 
survey previously used by Dibble (2014) in a study that explored face-implicating factors’ 




in Dibble’s (2014) study, it will likely be given a name after the conclusion of this study. Since 
the tool was originally used with a different audience, slight adaptations were necessary for the 
study. Psychometric analysis was conducted on Dibble’s tool and repeated on the revised tool as 
well.  
Adaptations to the instrument. In Dibble’s (2014) study, participants were asked to read 
one of four similar scenarios in which they would deliver good or bad news about a test score to 
a student. Next, they would complete Dibble’s tool, which consisted of six subscales and 28 
questions in a Likert-scale format (see Appendix A). Since the scenario dealt with people taking 
tests and the likelihood of receiving news about a low score, some of the questions included the 
terms “test-taker” and “score.” The term “test-taker” was changed to “student,” and references to 
“score” were changed to refer to “failing grade.” The only themes from failure-to-fail literature 
that did not appear in the tool were assessment issues and university factors; these subscales 
were added to the tool. Three questions were added for the assessment issues subscale, and two 
questions were added for the university factors subscale. Some questions were added to each 
subscale to adequately capture the main themes from failure-to-fail literature. In the desire to 
avoid a negative mood subscale, some similar questions were combined. After making these 
adaptations, the instrument contained eight subscales and 42 questions (see Appendix B).  
Two pre-screening questions were added to the instrument to determine whether 
respondents would be appropriate for the study. These questions asked if respondents had read 
and consented to the study information and if they had experience as a pre-licensure clinical 
instructor in the past three years. If they answered “no” to either question, they would be 







Pre-screening questions on revised instrument 
Pre-screening Questions 
I have read the information sheet and consent to participate in this study. 
I have taught pre-licensure nursing students in the clinical setting within the last 3 years. 
 
Next, respondents were randomly assigned one of four scenarios, followed by the revised 
instrument. After the instrument, four questions evaluated failure to fail, and two questions 
collected demographic information. The failure-to-fail and demographic questions are presented 
in Table 3.  
Table 3 
Failure-to-fail and demographic questions 
Failure-to-Fail Questions (“Yes” on any question = positive indication of Failure to 
Fail) Yes No 
Have you ever passed a student in the clinical setting who you felt should have failed?    
Have you ever passed a student in the clinical setting who you felt should have failed 
because of pressure by colleagues or administrators to pass the student? 
  
Have you ever passed a student in the clinical setting who should have failed because 
you hoped they would eventually improve? 
  
Have you ever passed a student in the clinical setting out of concern for how much the 
failing grade would hurt the student? 
  
   
Demographic Questions <3 3–6 6–9 10+ 
How many years have you taught in the pre-
licensure clinical setting?  
  
  
 Associate Baccalaureate Both 








What is your current teaching status?    
 
Field test and further revision. The version of the tool shown in Appendix C, including 
the pre-screening questions, scenarios, failure-to-fail questions, and demographics previously 




the past three years at the baccalaureate and associate degree levels. The feedback from these 
nursing professionals was reviewed by the dissertation chair, and some of their suggestions were 
put into effect; see Table 4.  
Table 4 
Changes made after field test 
Section of Survey Change Made as a Result of Field Testing 
Pre-Screening Items Changed phrasing of the pre-screening items 
Scenarios Changed wording to be gender-neutral (initial wording referred to 
female students)  
Likert Scale Changed from 7-point to 5-point scale 
Survey Items Items should not be worded as past-tense 
Wording of one item changed (“set off” changed to “upset) 
Items 7–15 listed in order of severity 
Demographic Items Changed phrasing of one of the demographic items 
Added an item to capture teaching status 
 
The revised instrument consisted of eight subscales and 42 questions, and it took approximately 
14 minutes to complete (see Appendix D).  
Case scenarios. Four scenarios were used for the study (Appendix E). Participants were 
given one scenario, assigned through the survey administration. Groups A–D were assigned in 
groups of 10 schools each. Each scenario described a typical situation that a clinical nursing 
faculty might encounter when assigning a failing grade to an underperforming student and was 
written based on descriptions from qualitative studies on failure to fail. In the first scenario, the 
student discusses family issues that have contributed to his or her lack of performance and begs 
the faculty member to assign a passing grade. In the second scenario, the student states that he or 
she relies on tuition reimbursement funds to pay rent and begs the faculty member to assign a 
passing grade. In the third scenario, the student becomes angry and defensive, and he or she 




scenario, the faculty member feels that the student should fail, but colleagues and administrators 
disagree; no student has ever failed in this program.  
Validity. Content validity, which is the degree to which the tool represents the content 
being measured, is assumed because the six face-implicating concerns were gathered from 
previous literature on the MUM effect (Dibble, 2014). Construct validity of Dibble’s tool can be 
assumed from the principal axis factor analysis, which demonstrated that each item measured a 
single construct and accounted for common factor variances between 66.44 percent and 83.25 
percent (Dibble, 2014). Concurrent criterion validity is assumed and was evaluated by comparing 
participants’ responses to the questions in the first and second sections of the survey. The first 
section of the survey contained questions adapted from Dibble’s tool to collect information on 
face-implicating concerns that may affect failure to fail, and the second section contained more 
direct questions on the participant’s personal history of failure to fail.  
The original tool measured six constructs: fear of the receiver’s anticipated emotional 
reaction, fear of distressing the receiver, fear of being evaluated negatively, desire to avoid a 
negative mood, fear of expressing one’s own emotions, and fear of being expected to know more 
than the sender does (Dibble, 2014). These constructs are similar to the main themes found in 
qualitative literature on failure to fail: concern for the student’s reaction (Cleland et al. 2008; 
Lankshear, 1990; Luhanga et al., 2008a; & Paul, 2015), fear of negative evaluation (Finch, 2010; 
Larocque & Luhanga, 2013; Shoemaker & DeVos, 1999; & Susmarini & Hayati, 2011), moral 
and emotional toll (Hunt et al., & Hughes, 2016; Luhanga et al., 2008b; Schaub & Dalrymple, 
2013 & Yepes-Rios et al., 2016), lack of confidence (Bogo et al., 2007; Dobbs, 2017; Duffy, 
2003; & Illiott, 1996), and role confusion or conflict (Bennett & McGowan, 2014; Docherty & 
Dieckmann, 2015; & Duke, 1996). The revisions to the tool added two constructs to include the 




Tossavainen, 2016) and university factors (Brown et al., 2012; DeBrew & Lewallen, 2014; & 
Elliott, 2017).  
Reliability. Cronbach’s alpha was determined for each individual construct on Dibble’s 
(2014) tool, which is recommended practice (Field, 2013). The items in Dibble’s (2014) tool 
exhibited Cronbach’s alphas of .91 to .95; therefore, internal consistency can be assumed. For the 
study, a Cronbach’s alpha of at least .70 for each subscale was sought; this value represents 
optimal reliability (Field, 2013).  
Scoring. The revised instrument consisted of 42 items to which the participants 
responded on a 5-point Likert scale, where 1 indicates strongly disagree, and 5 indicates strongly 
agree. The scale was assigned this way to mirror Likert scales commonly seen in nursing 
literature.  The 42 items were further divided into eight subscales, each containing two to nine 
items, and the responses represented an interval scale (Kellar & Kelvin, 2013). Participants 
responded yes or no to the four failure-to-fail items that appeared after the instrument. A yes 
response to any of those four questions was an indication of failure to fail.  
Data Storage. The data will be saved on the RedCap software suite and on the researcher’s 
password-protected computer for three years. After this time period, all computerized data will 
be erased. Only the researcher has access to the data.  
Data Analysis and Statistical Strategy 
 Responses to the survey were analyzed by Microsoft Excel and the Statistical Package for 
Social Sciences (SPSS) version 25 for Windows (2010). The data was carefully screened for 
errors and evaluated for mean, mode, median, variance, and standard deviation. Chi-square and 





 Data cleaning was conducted to detect, diagnose, and edit faulty data (Van den Broeck, 
Cunningham, Eeckels, & Herbst, 2005). The process of data cleaning involves three stages: 
screening, diagnosing, and editing of data abnormalities (Van de Broeck et al., 2005). The 
screening stage includes checking for an excess or lack of data, as well as outliers, 
inconsistencies, or unexpected results (Van de Broeck et al., 2005). Diagnosing consists of 
determining the reason for issues with the data (Van de Broeck et al., 2005). Then, in the editing 
stage, the researcher decides what to do with the problematic data; errors can be corrected and 
outliers deleted, or data can be left unchanged (Van de Broeck et al., 2005). For the purposes of 
this study, incomplete surveys were not discarded.  
Descriptive Analysis 
 Descriptive statistics provide numerical or graphical summaries of data that help to 
describe the characteristics of a population (Kellar & Kelvin, 2013). The goal of this type of 
statistics is to describe data without attempting to reach conclusions (Sheperis et al., 2010). 
Descriptive statistics include frequency distribution, mean, median, mode, variability, range, 
variance, standard deviation, and chi square testing (Sheperis et al., 2010).  
Inferential Analysis 
Inferential statistics attempt to draw conclusions about the relationships between 
variables (Kellar & Kelvin, 2013). The differences in mean scores between the groups of 
respondents with positive and negative histories of failure to fail (F2FY and F2FN, respectively) 
were examined. An independent t-test is a parametric test that compares the means of two groups 
(Kellar & Kelvin, 2013). This test was appropriate for the study because the grouping variables 
of positive or negative history of failure to fail were mutually exclusive, and the scores did not 




measure to use with Likert scales, despite their ordinal data (Derrick & White, 2017; deWinter & 
Dodou, 2010; Norman, 2010). Therefore, an independent t-test is appropriate to determine 
whether a statistically significant difference exists between the mean scores of respondents with 
positive and negative histories of failure to fail.  
Reliability testing. Cronbach’s alpha was determined on each of the individual subscales 
of the tool, according to recommended practice (Field, 2013). A Cronbach’s alpha of at least .70 
was sought for each subscale, as this value reflects optimal reliability (Field, 2013). This was 
achieved for all six original subscales from Dibble’s initial (2014) study. The Cronbach’s alpha 
values for the two new subscales was below 0.70.  
Hypothesis testing. The study was conducted through non-experimental descriptive 
surveys. The differences in mean scores between the groups of respondents with positive and 
negative histories of failure to fail (F2FY and F2FN, respectively) were analyzed. In addition, 
independent t-test measurements were conducted on each survey item to determine the presence 
of statistical significance in the differences in mean scores. The research question asked, “What 
is the relationship between face-implicating factors and the nursing faculty’s likelihood of 
passing students in the clinical setting who do not meet the passing criteria?”. This question 
indicated that the study was searching for correlations between those two variables.  
Limitations 
 The choice of snowball sampling presented one study limitation: a risk of sampling bias 
and limited generalizability (Sheperis et al., 2010). The use of hypothetical scenarios instead of 
actual interactions may represent a study limitation if the responses to the scenarios did not 
accurately reflect respondents’ true feelings.  
Threats to Internal Validity 




sampling (Sheperis et al., 2010). To reduce the impact of this threat, a larger sample than the 
recommended 67 respondents was utilized. Another threat to internal validity was the potential 
of inadvertently influencing respondents’ answers to the survey with the wording of the 
hypothetical scenarios. To reduce the impact of this threat, the scenarios were carefully worded 
to avoid influencing the respondents’ answers.  
Threats to External Validity 
Threats to external validity relate to the generalizability of a study (Sheperis et al., 2010). 
Since the study used hypothetical scenarios, there was a possibility that the responses may have 
been different from responses to real-world events.  
Chapter Summary 
The study could advance work on the MUM effect by applying an adapted version of the 
instrument used in Dibble’s (2014) study toward the nursing field. A quantitative descriptive 
design was used with a snowball sample of pre-licensure clinical nursing faculty members from 
associate and baccalaureate nursing programs to explore the impact of face-implicating factors 
on the decision-making process with underperforming students in the clinical setting. research 
assumptions included the sincerity of participants’ responses, the ability of participants to 
recognize instances in which they failed to fail, a variability of feelings regarding failure to fail 
among participants, the relevance of the scenarios to the participants, and the test validity and 
internal consistency of the tool. The study was distributed as an online survey to nursing leaders 
of CCNE- and ACEN-accredited programs. Eligibility criteria included pre-licensure nursing 
faculty members who have taught in the clinical setting within the past three years, and the 
minimum sample size determined by G*Power was 67 participants. The use of snowball 
sampling presented a limitation due to a risk of sampling bias and limited generalizability 




One threat to internal validity was the risk of sampling bias due to the use of snowball sampling 
(Sheperis et al., 2010). To reduce the impact of this threat, a larger sample than the 
recommended 67 respondents was utilized. Another threat to internal validity was the potential 
of inadvertently influencing respondents’ answers to the survey with the wording of the 
hypothetical scenarios. To reduce the impact of this threat, the scenarios were carefully worded 
to avoid influencing the respondents’ answers. The study carried limited risks, as no identifying 
information regarding students or faculty was collected. A potential benefit for participants was 
the increased awareness of failure to fail. Furthermore, the use of snowball sampling presented a 
limitation due to a risk of sampling bias and limited generalizability (Sheperis et al., 2010). To 
ensure internal validity, participants were not chosen based on a predilection for or against 
failure to fail. Four hypothetical scenarios were used in the study. The use of hypothetical 
scenarios instead of actual experiences introduced a risk that participants’ responses may not 
have reflected their true feelings, but the use of multiple scenarios aided in generalizability. Data 
will be saved in RedCap and on the researcher’s password-protected computer for three years 
before being erased.  
 The tool utilized for the study was adapted from Dibble’s (2014) tool, which was used to 
explore face-implicating factors’ impacts on the transmission of bad news. Adaptations to the 
tool included changing the term “test-taker” to “student,” changing the term “score” to “failing 
grade,” and adding two subscales and 14 questions. Following field testing and integration of 
feedback, the final tool consisted of eight subscales and 42 questions. Participants responded on 
a 5-point Likert scale, where 1 indicates strongly disagree, and five indicates strongly agree. 
Dibble’s original tool featured the scales in the opposite order, but the scales were arranged in 
this manner to mirror those commonly seen in nursing literature.  The 42 items were further 




Dibble’s (2014) tool exhibited Cronbach’s alphas ranging from .91 to .95 for each subscale, and 
this analysis was repeated on the revised tool. Participants completed two pre-screening 
questions to verify that they had read the study information and taught in the past three years as a 
pre-licensure clinical nursing instructor. After pre-screening questions, participants were 
randomly assigned one of four scenarios based on situations presented in failure-to-fail literature. 
Next, participants completed the 42-item revised tool. Finally, participants answered “yes” or 
“no” questions about their past history of failure to fail and two general demographic questions. 
Responses were entered into SPSS and screened for errors, and incomplete surveys were not 
discarded (Kellar & Kelvin, 2013). Frequency distribution, mean, median, mode, variance, 






The purpose of the study is to explore the relationship between face-implicating factors 
and the nursing faculty’s likelihood of failing students in the clinical setting who did not meet the 
passing criteria. The research question asked, what is the relationship between face-implicating 
factors and the faculty’s likelihood of passing students in the clinical setting who do not meet the 
passing criteria? A quantitative descriptive design was employed with a snowball sample of 327 
pre-licensure clinical nursing faculty members from CCNE- and ACEN-accredited associate and 
baccalaureate nursing programs. This chapter provides a review of the study findings, data 
cleaning, descriptive analysis, reliability testing, and hypothesis testing. The researcher sent 
1,174 emails to the nursing administrators of CCNE- and ACEN-accredited programs in the 
United States. The emails were sent to each nursing administrator individually, addressed with 
the appropriate administrator’s name and professional title. The researcher was aware that the 
survey response rate may be limited due to the challenges of COVID-19; in addition, Saleh and 
Bista (2017) found that survey participants often do not open surveys from people they do not 
know or from organizations in which they do not work. For those reasons, the researcher chose 
to send individual emails to the program administrator in an effort to increase the return rate. 
Each email included a link to the online survey and two attachments: the IRB-approved 
Participant Letter for Anonymous Surveys and a PDF copy of the survey for easy perusal. In the 
email, the nursing administrator was asked to share the survey with any pre-licensure nursing 
faculty members with clinical experience. There were 353 responses to the survey (a 30 percent 
return rate), and 327 of those responses were usable. Several nursing administrators declined to 
participate, citing one or more of the following reasons: faculty strain due to COVID-19, the 




Despite these issues, several nursing administrators made positive comments about the study 
topic and indicated that they were excited to participate.  
Data Cleaning  
The researcher exported the data from each of the four versions of the survey onto an 
Excel spreadsheet (each version contained one of the four scenarios). First, the researcher 
searched for entries that indicated the respondents had answered “no” to one or more of the pre-
screening questions. In these entries, respondents were prevented from continuing with the 
survey. These entries were removed from the results (n = 26). Next, the researcher searched for 
instances in which respondents did not answer every item on the survey. The researcher found 
six such instances; in five cases, the respondents missed one item, and in one case, the 
respondent missed three items; these incomplete surveys were not discarded. Finally, no outliers 
were identified.  
Descriptive Analysis 
Description of the Sample 
 The majority of respondents (45.3 percent, n = 148) had 10 or more years of experience. 
The lowest percentage of respondents (14.1 percent, n = 46) had less than 3 years of experience.  
The majority of the respondents (45.3 percent, n = 148) were currently employed in an associate 
program, while a lesser percentage of the respondents (31.5 percent, n = 103) were employed in 
a Baccalaureate program, and only 23.2 percent of respondents (n = 76) were employed in a 
program that offered both associate and baccalaureate degrees. The majority of respondents (79.8 
percent, n = 261) were teaching full-time, compared to 18.7 percent (n = 61) of the respondents 
who were teaching part-time or adjunct. Only 1.5 percent of the respondents (n = 5) held more 
than one job with both a full-time and part-time/adjunct teaching status. Four questions near the 




any of those four questions served as an indication that the respondent had committed failure to 
fail. The data indicated that the sample was fairly evenly distributed: 54.1 percent of the 
respondents (n = 177) indicated that they had not personally committed failure to fail, and 45.9 
percent (n = 150) indicated that they had personally committed failure to fail. The characteristics 
of the sample are illustrated in Table 5.  
Table 5 
Characteristics of the sample 
Category Percent of Respondents n 
Failure to Fail: YES 45.9% 150 
Failure to Fail: NO 54.1% 177 
<3 years’ experience 14.1% 46 
3–6 years’ experience 21.4% 70 
6–9 years’ experience 19.3% 63 
10+ years’ experience 45.2% 148 
ADN 45.3% 148 
BSN 31.5% 103 
ADN and BSN 23.2% 76 
Full-Time 79.8% 261 
Part-Time/Adjunct 18.7% 61 
Both 1.5% 5 
 
Characteristics of Groups 
Given that four different scenarios were used with the surveys, the four surveys were 
delivered to separate groups: Groups A–D (each survey contained a different scenario). It was 
important for the researcher to identify the demographic characteristics of each group to ensure 
that the composition of each group was similar. In each group, the highest percentage of 
respondents had 10 or more years of experience. In Groups A, B, and C, the next highest 
percentage of respondents had 3–6 years of experience, but in Group D, the next highest 




respondents had less than three years of experience. In Groups A, C, and D, the highest 
percentage of respondents taught in associate programs, and in Group D, the highest percentage 
of respondents taught in baccalaureate programs. In each group, the lowest percentage of 
respondents taught in programs with both associate and baccalaureate programs. Moreover, the 
highest percentage of respondents taught full-time, and the lowest percentage were in full-time 
and part-time/adjunct teaching positions. An examination of each group revealed that each group 
consisted of a blend of respondents who indicated that they had, or had not, committed failure to 
fail. Based on chi-square analysis, no relationship was found between group assignment and 
personal history of failure to fail (X2(3) > 4.125, p = 0.248).  
The characteristics of each group are listed in Table 6.  
Table 6 
Characteristics of each group 
 Group A  Group B  Group C  Group D 
 % n  % n  % n  % n 
Failure to Fail: YES 40.0% 38  52.0% 39  41.9% 36  52.1% 37 
Failure to Fail: NO 60.0% 57  48.0% 36  58.1% 50  47.9% 34 
<3 years’ experience 18.9% 18  12.0% 9  18.6% 16  4.2% 3 
3–6 years’ experience 27.4% 26  18.7% 14  20.9% 18  16.9% 12 
6–9 years’ experience 21.1% 20  16.0% 12  14.0% 12  26.8% 19 
10+ years’ experience 32.6% 31  53.3% 40  46.5% 40  52.1% 37 
ADN 52.6% 50  38.7% 29  43.1% 37  45.1% 32 
BSN 27.4% 26  40.0% 30  26.7% 23  33.8% 24 
ADN and BSN 20.0% 19  21.3% 16  30.2% 26  21.1% 15 
Full-Time 68.4% 65  88.0% 66  80.2% 69  85.9% 61 
Part-Time/Adjunct 29.5% 28  10.7% 8  18.6% 16  12.7% 9 
Both 2.1% 2  1.3% 1  1.2% 1  1.4% 1 
 
Responses to the Measurements 
 The Likert scale used in the study ranged from strongly agree to strongly disagree, 




statement that reflected a factor which could affect the respondent’s decision-making process 
when dealing with an underperforming student in the clinical setting. The 42 items on the Likert-
scale portion were further divided into six subscales: fear of the receiver’s anticipated emotional 
reaction (FRAER), fear of distressing the receiver (FDR), fear of being evaluated negatively 
(FBEN), desire to avoid a negative mood (DANM), fear of expressing one’s own emotions 
(FEOOE), fear of being expected to know more than the sender does (FBEK), assessment issues 
(AI), and university factors (UF); see Appendix B. The average mean scores on the six subscales 
ranged from 3.05 to 3.93. Assessment issues represented the subscale with the lowest average 
mean score (3.05); this corresponded to a Likert-scale response of “neutral.” Then, FRAER, 
FDR, DANM, and FBEN had the next lowest mean scores. The subscale with the highest 
average mean score was FBEK, with an average mean of 3.93; this corresponded to a Likert-
scale response of “disagree.” The median of seven of the eight subscales was 4.0, which 
correlates with “disagree” on the Likert scale; the exception was the AI subscale, with a median 
of 3.00, which correlated with “neutral” on the Likert scale. The mode of most subscales was 
also 4.00, which correlated with “disagree” on the Likert scale; the exception was the AI 
subscale, with a mode of 2.00, which correlated with “agree” on the Likert scale. The standard 
deviations of each subscale ranged from 0.99 to 1.24—FEOOE presented the lowest standard 




 Mean Median Mode Std. Dev. 
FRAER 3.47 4.00 4.00 1.12 
FDR 3.48 4.00 4.00 1.09 




DANM 3.48 4.00 4.00 1.17 
FEOOE 3.83 4.00 4.00 0.99 
FBEK 3.93 4.00 4.00 1.01 
AI 3.05 3.00 2.00 1.24 
UF 3.85 4.00 4.00 1.10 
FRAER= Fear of the Receiver’s Anticipated Emotional Reaction; FDR= Fear of Distressing the 
Receiver; FBEN= Fear of Being Evaluated Negatively; DANM= Desire to Avoid a Negative 
Mood; FEOOE= Fear of Expressing One’s Own Emotion; FBEK= Fear of Being Expected to 
Know More Than the Sender Does; AI=Assessment Issues; UF=University Factors. 
 
The average mean scores on the individual items ranged from 2.42 to 4.27; this is shown in 
Table 8. Dealing with students in situations like these would be stressful for me represented the 
item with the lowest average mean score (2.42); this corresponded to a Likert-scale response of 
“agree.” Lack of clear evaluation tools makes it more difficult to determine if students meet 
criteria to pass or fail; I would be concerned about the impact that a failing grade would have 
on the student’s ability to progress or graduate; and I would not want the student to fail, 
especially if I felt they were a good student had the next lowest mean scores. The item with the 
highest average mean score was I feel that a nurse’s role is to be caring; I would need to be 
caring toward this student and not fail them, with an average mean of 4.27; this corresponded to 
a Likert-scale response of “disagree.” The median of 36 of the 42 items was 4.0, which correlates 
with “disagree” on the Likert scale, while the median of three of the remaining items was 3.0, 
which correlates with “neutral” on the Likert scale, and the median of the final three items was 
2.0, which correlates with “agree” on the Likert scale. The mode of 36 of the 42 items was 4.00, 
which correlates with “disagree” on the Likert scale; the mode for the other six items was 2.00, 
which correlates with “agree” on the Likert scale. The standard deviations of each subscale 
ranged from 0.74 to 1.40. I feel that a nurse’s role is to be caring; I would need to be caring 
toward this student and not fail them presented the lowest standard deviation, and lack of clear 




presented the highest. The descriptive statistics of the individual survey items are presented in 
Table 8.  
Table 8 
Descriptive statistics: Individual survey items 
Subscale Survey Item Mean Median Mode Std. Dev. 
FRAER 





I would worry that I’d have to deal 
with the student’s emotions. 2.91 3.00 2.00 1.19 
I would fear that I wouldn’t be able 
to handle the student’s emotional 
reaction. 3.88 4.00 4.00 0.91 
I would be afraid that the student 
might cause an emotional scene. 3.30 4.00 4.00 1.05 
I would worry that I’d unleash a 
negative emotional reaction in the 
student. 3.55 4.00 4.00 1.13 
I would be afraid of having to 
handle an emotional breakdown in 
the student. 3.63 4.00 4.00 1.07 
I would be scared that I might upset 
the student emotionally. 3.51 4.00 4.00 1.09 
I would be concerned that the 
student might threaten me in some 






I would not want the student to fail, 
especially if I felt they were a good 
student.  2.87 3.00 2.00 1.14 
I would be concerned about the 
impact that a failing grade would 
have on the student’s ability to 
progress or graduate. 2.85 2.00 2.00 1.15 
If I knew the student was dealing 
with a lot outside of school, I might 
feel that they shouldn’t be 
penalized so harshly. 3.60 4.00 4.00 0.98 
I would be afraid of hurting the 
student’s feelings. 3.83 4.00 4.00 0.96 
I would be nervous about making 
the student feel bad.  3.62 4.00 4.00 1.05 
I would fear that I’d make the 




I would worry that the student 
would feel stupid. 3.68 4.00 4.00 0.98 
I would be afraid of causing the 





I would worry that the student 
would think of me as insensitive.  3.52 4.00 4.00 1.00 
I would fear the student might think 
I don’t care about their feelings. 
3.49 4.00 4.00 1.04 
I would be afraid that the student 
might see me in a negative light. 3.56 4.00 4.00 1.03 
I would worry that I’d look bad to 
the student. 3.78 4.00 4.00 0.96 
I would be concerned about how 
my colleagues would view me if I 






I would worry that giving a failing 
grade to the student would put me 
in a negative mood. 3.87 4.00 4.00 1.03 
I would worry that I would share 
the bad feelings experienced by the 
student. 3.89 4.00 4.00 0.93 
I would be afraid that I’d feel guilty 
about giving the student a failing 
grade. 3.62 4.00 4.00 1.09 
Dealing with students in situations 
like these would be stressful for me. 
2.42 2.00 2.00 1.10 
I may feel that this student’s failing 
grade was a reflection on my own 






I would be afraid I wouldn’t do a 
good job of behaving 
sympathetically. 4.01 4.00 4.00 0.87 
I would worry that I might not be 
able to support the student 
emotionally. 3.70 4.00 4.00 0.99 
I would fear that I might not show 
enough sympathy to the student. 3.89 4.00 4.00 0.91 
If the student was close to 
graduation, I may feel that it would 




I feel that a nurse’s role is to be 
caring; I would need to be caring 
toward this student and not fail 
them.  4.27 4.00 4.00 0.74 
It is possible that the student could 
improve in time, and should be 
given the benefit of the doubt. 3.45 4.00 4.00 1.05 
I would be concerned that the 
student may sue me or the school if 








I would be worried that the student 
would want more of an explanation 
than I was prepared to give. 
3.81 4.00 4.00 1.06 
I would be afraid that I wouldn’t be 
able to explain the failing grade 
adequately. 4.01 4.00 4.00 1.00 
I would be nervous that I might not 
know enough to properly inform 
the student about their failing grade. 
4.07 4.00 4.00 0.96 
These circumstances would cause 
me to feel less confident in my 
decision about failing the student. 3.80 4.00 4.00 1.04 
I do not feel adequately prepared to 
cope with situations like this in the 




A lack of clear evaluation tools 
makes it more difficult to determine 
if students meet criteria to pass or 
fail. 2.72 2.00 2.00 1.40 
Evaluating a student in the clinical 
setting is a subjective process. 2.90 3.00 2.00 1.10 
The process of evaluating students 
in the clinical setting is time-
consuming, and students should not 
be penalized for our lack of 




I feel pressured by colleagues or 
administrators to assign passing 
grades to students I think should 
fail. 3.69 4.00 4.00 1.27 
There is insufficient time for the 
students to remediate, so I do not 




Effects of face-implicating factors on failure to fail 
Four items at the end of the survey captured respondents’ personal history of failure to 
fail. An affirmative response to any of those four items served as a positive indicator of failure to 
fail. This enabled the researcher to categorize respondents as Failure to Fail: Yes, or Failure to 
Fail: No, depending on their responses to those four items. After this categorization, the mean 
scores for each subscale of the survey were compared to determine the impact of the face-
implicating factors on failure to fail. In every subscale, the respondents categorized as Failure to 
Fail: Yes had lower mean scores than those categorized as Failure to Fail: No. Lower mean 
scores reflect items to which the respondents agreed to a greater degree; conversely, higher mean 
scores reflect items to which the respondents disagreed to a greater degree. This is shown in 
Table 9 and Figure 1.  
Table 9 
Mean scores of subscales vs. failure-to-fail response 
 Mean 
Failure to Fail Yes No 
FRAER 2.75 3.06 
FDR 2.86 2.89 
FBEN 3.39 3.63 
DANM 3.77 3.97 
FEOOE 3.91 4.10 
FBEK 3.66 3.94 
AI 2.57 2.84 
UF 3.24 4.07 
FRAER= Fear of the Receiver’s Anticipated Emotional Reaction; FDR= Fear of Distressing the 
Receiver; FBEN= Fear of Being Evaluated Negatively; DANM= Desire to Avoid a Negative 
Mood; FEOOE= Fear of Expressing One’s Own Emotion; FBEK= Fear of Being Expected to 
Know More Than the Sender Does; AI=Assessment Issues; UF=University Factors. 
 
An analysis of each individual survey item revealed the differences in mean scores when 




histories of failure to fail. As was the case with the subscales, respondents with positive histories 
of failure to fail (F2FY) had lower mean scores than respondents with negative histories of 
failure to fail (F2FN) on each individual item. This meant that respondents without personal 
histories of failure to fail demonstrated greater disagreement with the survey items than 
respondents with personal histories of failure to fail. This is illustrated in Table 10.  
Table 10 









F2FN p-value Cohen d 
I would worry that I’d 
have to deal with the 
student’s emotions. 2.75 3.06 1.17 1.20 0.019 0.26 
I would fear that I 
wouldn’t be able to 
handle the student’s 
emotional reaction. 3.77 3.97 0.94 0.88 0.049 0.22 
I would be afraid that the 
student might cause an 
emotional scene. 3.13 3.45 1.06 1.02 <0.01 0.31 
I would worry that I’d 
unleash a negative 
emotional reaction in the 
student. 3.39 3.69 1.14 1.10 0.015 0.27 
I would be afraid of 
having to handle an 
emotional breakdown in 
the student. 3.49 3.75 1.09 1.05 0.030 0.24 
I would be scared that I 
might upset the student 
emotionally. 3.40 3.61 1.06 1.12 0.083 0.19 
I would not want the 
student to fail, especially 
if I felt they were a good 
student.  2.86 2.89 1.14 1.14 0.083 0.02 
I would be concerned 
about the impact that a 
failing grade would have 
on the student’s ability to 












F2FN p-value Cohen d 
If I knew the student was 
dealing with a lot outside 
of school, I might feel 
that they shouldn’t be 
penalized so harshly. 3.51 3.68 1.03 0.93 0.115 0.18 
I would be afraid of 
hurting the student’s 
feelings. 3.84 3.83 0.93 0.99 0.929 0.01 
I would be nervous about 
making the student feel 
bad.  3.55 3.68 1.02 1.07 0.240 0.13 
I would fear that I’d 
make the student feel 
incompetent. 3.67 3.83 0.91 0.87 0.097 0.18 
I would worry that the 
student would feel stupid. 3.62 3.72 0.94 1.01 0.343 0.11 
I would be afraid of 
causing the student to 
feel pain. 3.42 3.63 0.98 1.05 0.061 0.21 
I would be concerned 
that the student might 
threaten me in some way. 3.23 3.81 1.16 1.04 <0.01 0.53 
I would worry that the 
student would think of 
me as insensitive.  3.39 3.63 1.00 0.99 0.030 0.24 
I would fear that the 
student might think I 
don’t care about their 
feelings. 3.33 3.63 1.05 1.02 <0.01 0.29 
I would be afraid that the 
student might see me in a 
negative light. 3.42 3.68 1.05 1.00 00.024 0.25 
I would worry that I’d 
look bad to the student. 3.68 3.89 0.97 0.94 .094 0.19 
I would be concerned 
about how my colleagues 
would view me if I failed 
the student. 3.97 4.22 0.95 0.81 0.010 0.29 
I would worry that giving 
a failing grade to the 
student would put me in 












F2FN p-value Cohen d 
I would worry that I 
would share the bad 
feelings experienced by 
the student. 3.83 3.94 0.96 0.91 0.258 0.13 
I would be afraid that I’d 
feel guilty about giving 
the student a failing 
grade. 3.42 3.79 1.10 1.05 <0.01 0.35 
Dealing with students in 
situations like these 
would be stressful for 
me. 2.21 2.60 0.97 1.17 <0.01 0.36 
I may feel that this 
student’s failing grade 
was a reflection on my 
own teaching.  3.45 3.73 1.05 1.05 0.014 0.27 
I would be afraid that I 
wouldn’t do a good job 
of behaving 
sympathetically. 3.91 4.10 0.91 0.83 0.044 0.22 
I would worry that I 
might not be able to 
support the student 
emotionally. 3.54 3.84 0.98 0.97 <0.01 0.30 
I would fear that I might 
not show enough 
sympathy to the student. 3.73 4.02 0.95 0.86 <0.01 0.33 
If the student was close 
to graduation, I may feel 
that it would not be fair 
to fail them.  3.50 3.98 1.15 0.89 <0.01 0.47 
I feel that a nurse’s role 
is to be caring; I would 
need to be caring toward 
this student and not fail 
them.  4.13 4.38 0.80 0.67 <0.01 0.34 
It is possible that the 
student could improve in 
time and should be given 
the benefit of the doubt. 3.21 3.65 1.05 1.01 <0.01 0.43 
I would be concerned 
that the student may sue 
me or the school if they 












F2FN p-value Cohen d 
I would be worried that 
the student would want 
more of an explanation 
than I was prepared to 
give. 3.66 3.94 1.11 0.99 0.015 0.27 
I would be afraid that I 
wouldn’t be able to 
explain the failing grade 
adequately. 3.82 4.18 1.06 0.92 <0.01 0.36 
I would be nervous that I 
might not know enough 
to properly inform the 
student about their failing 
grade. 3.91 4.20 1.03 0.87 <0.01 0.31 
These circumstances 
would cause me to feel 
less confident in my 
decision about failing the 
student. 3.53 4.04 1.07 0.95 <0.01 0.51 
I do not feel adequately 
prepared to cope with 
situations like this in the 
clinical setting. 3.74 4.13 1.07 0.83 <0.01 0.41 
A lack of clear evaluation 
tools makes it more 
difficult to determine if 
students meet criteria to 
pass or fail. 2.57 2.84 1.35 1.42 0.082 0.19 
Evaluating a student in 
the clinical setting is a 
subjective process. 2.65 3.11 1.06 1.09 <0.01 0.42 
The process of evaluating 
students in the clinical 
setting is time-
consuming, and students 
should not be penalized 
for our lack of 
availability. 3.48 3.57 1.02 1.10 0.455 0.08 
I feel pressured by 
colleagues or 
administrators to assign 
passing grades to 
students I think should 












F2FN p-value Cohen d 
There is insufficient time 
for the students to 
remediate, so I do not 
feel it is fair to fail them. 3.89 4.14 0.91 0.82 <0.01 0.29 
F2FY = Positive history of failure to fail 
F2FN = Negative history of failure to fail 
 
 
Independent t-tests were conducted on each survey item to compare the differences in mean 
scores between the F2FY and F2FN respondents. Homogeneity of variances was found for each 
item. For 27 out of the 42 items, there was a significant difference (p = 0.00–0.05) between the 
mean scores of the F2FY and F2FN groups. In contrast, for 14 of the 42 items, no significant 
difference (p = 0.06–0.93) between the F2FY and F2FN groups was found. The researcher 
ordered the individual items according to the differences in mean scores between the F2FY and 
F2FN groups. This allowed for the creation of three categories from the individual items: items 
that demonstrated the greatest variance between the F2FN and F2FY groups, those that showed 
moderate variance between the two groups, and those that had the least variance. The 16 items 
with differences in mean scores of at least 0.3, which represent the greatest variance between the 
F2FN and F2FY groups, are listed in Table 11.  
Table 11 








I feel pressured by colleagues or administrators to 
assign passing grades to students I think should 
fail. 
3.24 4.07 0.83 <0.01 
I would be concerned that the student might 
threaten me in some way. 
3.23 3.81 0.58 <0.01 
These circumstances would cause me to feel less 
confident in my decision about failing the student. 




Evaluating a student in the clinical setting is a 
subjective process. 
2.65 3.11 0.46 <0.01 
If the student was close to graduation, I may feel 
that it would not be fair to fail them.  
3.5 3.95 0.45 <0.01 
It is possible that the student could improve in time 
and should be given the benefit of the doubt. 
3.21 3.65 0.44 <0.01 
Dealing with students in situations like these 
would be stressful for me. 
2.19 2.6 0.41 <0.01 
I would be concerned that the student may sue me 
or the school if they receive a failing grade. 
3.52 3.93 0.41 <0.01 
I do not feel adequately prepared to cope with 
situations like this in the clinical setting. 
3.74 4.13 0.39 <0.01 
I would be afraid that I’d feel guilty about giving 
the student a failing grade. 
3.42 3.77 0.35 <0.01 
I would be afraid that I wouldn’t be able to explain 
the failing grade adequately. 
3.82 4.15 0.33 <0.01 
I would be afraid that the student might cause an 
emotional scene. 
3.13 3.45 0.32 0.01 
I would worry that I’d have to deal with the 
student’s emotions. 
2.75 3.06 0.31 0.02 
I would worry that I’d unleash a negative 
emotional reaction in the student. 
3.39 3.69 0.3 0.02 
I would fear that the student might think I don’t 
care about their feelings. 
3.33 3.63 0.3 0.01 
I would worry that I might not be able to support 
the student emotionally. 
3.54 3.84 0.3 0.01 
*p-value derived from independent t-test 
The 24 items with differences in mean scores from 0.1 to 0.29, which represent moderate 
variance between the F2FN and F2FY groups, are presented in Table 12. 
Table 12 








I would be nervous that I might not know enough 
to properly inform the student about their failing 
grade. 
3.91 4.2 0.29 0.01 
I would fear that I might not show enough 
sympathy to the student. 
3.73 4.02 0.29 <0.01 
I may feel that this student’s failing grade was a 
reflection on my own teaching.  




I would be worried that the student would want 
more of an explanation than I was prepared to 
give. 
3.66 3.94 0.28 0.02 
A lack of clear evaluation tools makes it more 
difficult to determine if students meet criteria to 
pass or fail. 
2.57 2.84 0.27 0.08 
I would be afraid that the student might see me in a 
negative light. 
3.42 3.68 0.26 0.02 
I would be afraid of having to handle an emotional 
breakdown in the student. 
3.49 3.75 0.26 0.03 
I feel that a nurse’s role is to be caring; I would 
need to be caring toward this student and not fail 
them.  
4.13 4.38 0.25 <0.01 
I would be concerned about how my colleagues 
would view me if I failed the student. 
3.97 4.22 0.25 0.01 
There is insufficient time for the students to 
remediate, so I do not feel it is fair to fail them. 
3.89 4.14 0.25 0.01 
I would worry that the student would think of me 
as insensitive.  
3.39 3.63 0.24 0.03 
I would be scared that I might upset the student 
emotionally. 
3.4 3.61 0.21 0.08 
I would be afraid of causing the student to feel 
pain. 
3.42 3.63 0.21 0.06 
I would fear that I wouldn’t be able to handle the 
student’s emotional reaction. 
3.77 3.97 0.2 0.05 
I would worry that giving a failing grade to the 
student would put me in a negative mood. 
3.77 3.97 0.2 0.08 
I would be afraid that I wouldn’t do a good job of 
behaving sympathetically. 
3.91 4.1 0.19 0.04 
I would be concerned about the impact that a 
failing grade would have on the student’s ability to 
progress or graduate. 
2.75 2.93 0.18 0.18 
If I knew the student was dealing with a lot outside 
of school, I might feel that they shouldn’t be 
penalized so harshly. 
3.51 3.68 0.17 0.12 
I would fear that I’d make the student feel 
incompetent. 
3.67 3.83 0.16 0.10 
I would worry that I’d look bad to the student. 3.68 3.84 0.16 0.09 
I would be nervous about making the student feel 
bad.  
3.55 3.68 0.13 0.24 
I would worry that I would share the bad feelings 
experienced by the student. 
3.83 3.94 0.11 0.26 
The process of evaluating students in the clinical 
setting is time-consuming, and students should not 
be penalized for our lack of availability. 
3.45 3.56 0.11 0.46 
I would worry that the student would feel stupid. 3.62 3.72 0.1 0.34 




The two items with differences in mean scores below 0.1, which represent the least variance 
between the F2FN and F2FY groups, are listed in Table 13. 
Table 13 








I would not want the student to fail, especially if I 
felt they were a good student.  
2.86 2.89 0.03 0.83 
I would be afraid of hurting the student’s feelings. 3.84 3.83 0.01 0.93 
*p-value derived from independent t-test 
Reliability Testing  
 The Cronbach’s alphas for the original six subscales from Dibble’s (2014) study ranged 
from 0.91 to 0.95, and a Cronbach’s alpha of at least 0.70 was sought for each subscale in this 
study. For the original six subscales, this goal was met; the Cronbach’s alpha values ranged from 
0.73 to 0.88. However, on the two new subscales (AI and UF), the Cronbach’s alpha values were 
quite low (0.49 and 0.35, respectively). This is shown in Table 14. The Cronbach’s alpha for the 
total instrument (42 items) was 0.94.  
Table 14 
Cronbach’s alpha of current study vs. original study 
 Cronbach’s alpha 
Subscale This study 
Dibble's 2014 
study 
FRAER 0.86 0.92 
FDR 0.84 0.94 
FBEN 0.86 0.92 
DANM 0.73 0.91 
FEOOE 0.73 0.94 
FBEK 0.88 0.95 
AI 0.49 N/A 
UF 0.35 N/A 
FRAER= Fear of the Receiver’s Anticipated Emotional Reaction; FDR= Fear of Distressing the 




Mood; FEOOE= Fear of Expressing One’s Own Emotion; FBEK= Fear of Being Expected to 
Know More Than the Sender Does; AI=Assessment Issues; UF=University Factors. 
 
The researcher examined the AI and UF items and determined that one of the items in the AI 
subscale was similar to the items in the FDR subscale and could fit more closely with that 
subscale. In addition, one of the items in the UF subscale could fit more closely in the FBEN 
subscale. The remaining item in the UF subscale represented an item with a high average mean 
score for both F2FY and F2FN respondents (3.89 and 4.14, respectively); therefore, this item 
could actually be removed from the survey. If these changes were made, the Cronbach’s alpha 
for the AI subscale would increase to 0.95, while the alpha for the FDR subscale would increase 
to 0.97, and the alpha for the FBEN subscale would increase to 0.97 as well.  
Hypothesis Testing 
 The research question asked, “What is the relationship between face-implicating factors 
and the nursing faculty’s likelihood of passing students in the clinical setting who do not meet 
the passing criteria?”. The null hypothesis stated, “There is no relationship between face-
implicating factors and the nursing faculty’s likelihood of passing students in the clinical setting 
who do not meet the passing criteria.” However, as illustrated in Table 10, F2FY respondents 
F2FY had lower mean scores on each individual survey item than F2FN respondents. This meant 
that respondents without personal histories of failure to fail showed greater disagreement with 
the survey items than those who had personal histories of failure to fail. As shown in Table 12, 
for 27 of the 42 items on the survey, the differences in mean scores between the F2FY and F2FN 
groups were significant (p <= 0.05).  
The data suggests that a correlation exists between face-implicating factors and failure to 
fail. Furthermore, this study was able to pinpoint which of those factors represented the most 




rejected. Indeed, there is a significant relationship between at least one face-implicating factor 
and the faculty’s likelihood of passing students in the clinical setting who do not meet the 
passing criteria.  
Chapter Summary 
A quantitative descriptive study was conducted to explore the relationship between face-
implicating factors and failure to fail. The research question asked about the relationship between 
face-implicating factors and the nursing faculty’s likelihood of passing students in the clinical 
setting who did not meet the passing criteria. A total of 1,174 emails were sent to the 
administrators of CCNE- and ACEN-accredited associate and baccalaureate nursing programs in 
the United States; 353 responses were received, and 327 usable responses were netted. Data 
cleaning was performed, and descriptive statistics were performed on the sample and the groups. 
The average mean scores of each subscale were compared to determine which subscales 
influenced failure to fail; lower mean scores indicated a higher correlation. The subscales that 
correlated the most with failure to fail were, in order, AI, FRAER, FDR, DANM, and FBEN. In 
contrast, the subscale that correlated the least with failure to fail was FBEK. Standard deviations 
of each subscale were elevated, which reflected considerable variability within each subscale. 
The average mean scores of each individual survey item were compared to determine which 
items influenced failure to fail. These items were further divided according to respondents’ 
personal history of failure to fail. Cronbach’s alphas for the original six subscales from Dibble’s 
(2014) study ranged from 0.91 to 0.95. For this study, Cronbach’s alphas of 0.73 to 0.88 were 
obtained for the original six subscales. Moreover, the Cronbach’s alphas on the two new 
subscales (AI and UF) were 0.49 and 0.35, respectively. The researcher outlined a plan that 




The research question asked, “What is the relationship between face-implicating factors 
and the nursing faculty’s likelihood of passing students in the clinical setting who do not meet 
the passing criteria?”, and the null hypothesis stated, “There is no relationship between face-
implicating factors and the nursing faculty’s likelihood of passing students in the clinical setting 
who do not meet the passing criteria.” The results revealed that all of the subscales and survey 
items were correlated with failure to fail; furthermore, it was possible to specify which subscales 
and items were more closely correlated with failure to fail than others. Therefore, the null 





Discussion and Summary  
The purpose of the study was to explore the relationship between face-implicating factors 
and the nursing faculty’s likelihood of passing students in the clinical setting who do not meet 
the passing criteria. The MUM effect, which provided the theoretical framework for the study, 
proposes that people are reluctant to deliver bad news to others. This reluctance is exacerbated if 
the delivery of the bad news represents a potential face-threat to the sender or receiver. The 
theoretical relationships that were tested were the connection between face-implicating factors 
and the nursing faculty’s likelihood of passing students in the clinical setting who do not meet 
the passing criteria. According to the study, the theoretical framework is supported; a direct 
connection was found between face-implicating factors and the nursing faculty’s likelihood of 
passing students in the clinical setting who do not meet the passing criteria.  
Summary of the Findings 
 Assessing the average mean scores of the individual survey items, depending on whether 
the respondents had a personal history of failure to fail, revealed interesting information as 
shown in Table 10. The F2FN group of respondents disagreed more strongly with every survey 
item than the F2FY respondents. This meant that these items appeared to be less of a concern for 
respondents in the former group than those in the latter group. This finding is important because 
of the implication that respondents who did not commit failure to fail are less affected by these 
factors than those who committed failure to fail.  
Items with the Most Variance between F2FN and F2FY Groups 
 As shown in Table 11, there was a major variance in mean scores between the F2FY and 
F2FN groups for 16 out of 42 survey items, and each of these variances was statistically 




would have on respondents’ decision-making process, the presence of a statistically significant 
difference between the F2FY and F2FN respondents on these items placed special meaning on 
these items. The respondents who committed failure to fail indicated that those survey items 
were concerning for them. Conversely, the respondents who did not commit failure to fail 
indicated that those survey items represented issues they felt were not major concerns when 
dealing with underperforming students. Since these presented the most disagreement among 
F2FY and F2FN groups, they could represent the factors that cause the most impact to faculty 
members who commit failure to fail.  
The respondents in the F2FN group indicated that they did not feel as pressured by their 
colleagues or administrators to pass underperforming students; that they were not as concerned 
about threats from students; that these circumstances would not cause them to lose confidence in 
their decisions; and that they felt it would still be fair to fail students, even if they were near 
graduation.  
Items with Moderate Variance between F2FN and F2FY Groups 
 Most of the items (24 out of 42) showed moderate variance in mean scores between the 
F2FN and F2FY groups; these were displayed in Table 12. In addition, 12 of these items’ 
variances were statistically significant (p <= 0.05). Though the variances were not as large in this 
group, the fact remains that the F2FN group still disagreed more strongly than the F2FY group 
on these items. The respondents in the F2FN group indicated that they did not feel as nervous 
about not knowing enough to properly inform students about their failing grades or showing 
enough sympathy to students. They were also not as likely to feel that the student’s failing grade 
was reflective of their own teaching. In addition, they disagreed more strongly that the lack of 




were less concerned about how students or colleagues would view them if they failed a student. 
These are just a few examples of the items from that group.  
Items with the Least Variance between F2FN and F2FY Groups 
Table 13 displayed the remaining two items which had the least variance in mean scores 
between the F2FY and F2FY groups; this indicated that all respondents, regardless of personal 
history of failure to fail, responded in a similar manner with regard to the level of concern each 
factor presented. However, for respondents who did not fail to fail, these issues still did not 
prevent them from failing underperforming students. The fact that there were only two items 
with such small variances further demonstrates the differences between the F2FN and F2FN 
groups. The respondents in those two groups shared similar feelings of not wanting to fail “good 
students” and being afraid of hurting students’ feelings; this was not noted to be statistically 
significant.  
Integration of the Findings with Previous Literature 
 As stated above, the data demonstrates that the F2FN group of respondents disagreed 
more strongly on every item when compared with the F2FY group, which indicates that the face-
implicating factors described by each item are of less concern to them overall. Furthermore, the 
items with the most statistically significant differences represent the areas in which the two 
groups differed the most. Those areas have been discussed in previous literature.  
Failure to Fail Exists 
 The results of the study verified the presence of failure to fail in this population. Almost 
half of the respondents (45.9 percent) answered “yes” to one or more of the items that inquired 
about their personal history of failure to fail, regardless of which scenario was considered. An 




persistent existence of failure to fail has been supported as recently as 2018 (Bing-You et al., 
2018; Holland et al., 2018). 
F2FN Group Disagreed More Strongly than F2FY Group 
Yepes-Rios et al. (2016) identified barriers and facilitators that affected faculty members 
who dealt with underperforming students in health professions. The barriers included the 
assessor’s personal and professional considerations, student-related considerations, 
unsatisfactory assessor development and assessment tools, institutional culture, and availability 
of remediation for the student (Yepes-Rios et al., 2016). The facilitators included a sense of duty 
to patients, society, and one’s profession; institutional support; and opportunities for students 
after failing (Yepes-Rios et al., 2016). The more barriers a faculty member encountered, the 
more likely he or she was to commit failure to fail, whereas the more facilitators a faculty 
member encountered, the less likely he or she was to commit failure to fail (Yepes-Rios et al., 
2016). This dissertation study revealed similar findings; the respondents who indicated that 
personal issues, professional issues, or a lack of institutional support were not as concerning for 
them were the same respondents who reported that they did not commit failure to fail. 
Conversely, the respondents who indicated more concern with personal, professional, or 
institutional issues were the same respondents who reported that they had committed failure to 
fail.  
Items with the Greatest Variance between F2FN and F2FY Groups 
The items that exhibited the greatest variances in mean scores between the F2FY and 
F2FN groups, representing the factors that affect F2FY groups to a greater degree than F2FN 
groups, mirror findings from previous literature. Faculty members who commit failure to fail 




concerned about how their colleagues would view them if they failed a student (Docherty, 2018; 
Finch, 2017). They have also reported concerns about the possibility of negative emotional 
reactions or threats from students (Docherty, 2018; Ziring et al., 2018). They worry that the 
student may consider them insensitive and view them in a negative light (Elliott, 2017; Ziring et 
al., 2018). In addition, faculty members who commit failure to fail have described the subjective 
nature of the evaluation process (Docherty, 2018; Finch, 2017). They have also expressed a lack 
of confidence in their decisions about underperforming students, and they internalize the 
student’s failure as a reflection on their own teaching (Dobbs, 2017; Elliott, 2017; Hunt et al., 
2016a; Prichard & Ward-Smith, 2017). Moreover, faculty members who commit failure to fail 
have more difficulty failing students if they are near graduation (Burden et al., 2018; Docherty, 
2018). They also often choose to give underperforming students the benefit of the doubt in the 
hopes that they will improve, instead of assigning a failing grade (Docherty, 2018; Hauge et al., 
2019). They have expressed a belief that failing a student is not aligned with the caring role of a 
nurse (Helminen et al., 2016; Yepes-Rios et al., 2016), and in situations where there is 
insufficient time for the student to remediate, these faculty members feel it would not be fair to 
assign a failing grade (Elliott, 2017; Hughes et al., 2018b). Furthermore, they feel that dealing 
with underperforming students in the clinical setting is stressful, and they do not feel adequately 
prepared to cope with these situations (Dobbs, 2017; Finch, 2017). Lastly, they feel ill-equipped 
to explain the rationale for the failing grade to the student (Hauge et al., 2019; Hughes et al., 
2018b).  
Items with Moderate Variance between F2FN and F2FY Groups 
The items that demonstrated moderate variance in mean scores between the F2FY and 
F2FN groups, representing the factors that affect F2FY and F2FN groups to a similar degree, 




lesser extent. However, if the F2FN group agreed that any of these items were concerns, they 
were still able to overcome those concerns and issue failing grades to underperforming students. 
This finding is in agreement with previous studies, which found that despite the emotional toll of 
dealing with an underperforming student, some faculty are still able to assign failing grades 
when deserved (Black et al., 2014; Hughes et al., 2019; Hunt et al., 2016b).  
Items with the Least Variance between F2FN and F2FY Groups 
 Only two items displayed variances in their mean scores below 0.1. This indicates that 
respondents in both groups felt similarly about these items, which were as follows: I would not 
want the student to fail, especially if I felt they were a good student, and I would be afraid of 
hurting the student’s feelings. Previous studies have found that faculty members struggle to fail 
students if they have favorable opinions of those students (Docherty & Dieckmann, 2015; 
Msiska et al., 2015). Studies have also demonstrated that faculty members fear hurting students’ 
feelings by assigning a failing grade (Danyluk et al., 2015; Ziring et al., 2018).  
The MUM Effect 
 According to the MUM effect, people are more reluctant to deliver bad news than good 
news (Leng et al., 2019). When the bad news involves a failing grade or negative evaluation, the 
MUM effect can lead to failure to fail (Scarff et al., 2019). The face-implicating factors tied to 
the MUM effect (Dibble, 2014; Dibble & Sharkey, 2017) include desire to avoid a negative 
mood, fear of being evaluated negatively, fear of being expected to know more than one does, 
fear of expressing one’s own emotions, fear of the receiver’s emotional reaction, and fear of 
distressing the receiver. The study demonstrates that each of these face-implicating factors has 




Face Theory and Politeness Theory 
 According to face theory (Goffman, 1955), individuals try to protect their own self-image 
and others’ self-image, known as their face. According to politeness theory (Brown & Levinson, 
1978), people negotiate between two separate types of “face-wants”: positive and negative. 
Positive face-wants deal with the need for outward approval, while negative face-wants refer to 
the desire for independence (Brown & Levinson, 1978). Politeness theory also indicates that 
during conflict, people choose the politest means necessary to resolve disputes (Brown & 
Levinson, 1978). The connection between failure to fail and both of these theories is reflected in 
the study data. Respondents who committed failure to fail were more concerned about protecting 
their self-image and the self-image of others than respondents who did not commit failure to fail. 
In addition, those who committed failure to fail were more affected by both positive and negative 
face-wants than those who did not commit failure to fail.  
Implications of the Findings 
 The study aimed to explore the relationship between face-implicating factors and the 
nursing faculty’s likelihood of passing nursing students in the clinical setting who do not meet 
the passing criteria. The data suggests that a relationship exists between face-implicating factors 
and the faculty’s decisions in these situations. In addition, the data showed that faculty members 
who do not commit failure to fail disagreed more strongly with all items on the survey, when 
compared with faculty members who did commit failure to fail. The differences in means 
between most of those items held statistical significance, which indicates the distinct difference 
in personal, professional, and programmatic factors experienced by faculty who do, or do not, 
commit failure to fail. These findings have implications for nursing education, nursing practice, 




Implications for Nursing Education 
The NLN, NCSBN, and AACN all discuss educational requirements for nursing faculty; 
however, they do not detail expectations for failing unsafe students. Though the Nurse Practice 
Act mentions an obligation to protect the public by ensuring that all nurses are safe to practice, it 
would be advantageous or beneficial to see an addition that refers to the expectation of faculty to 
ensure the competence of students during program progression. This study helped to illustrate the 
factors that do not present concerns for faculty members who do not commit failure to fail. 
Nursing programs can use this information to better prepare their faculty to deal with the 
evaluation of underperforming nursing students. For example, the study found that faculty 
members who did not commit failure to fail do not feel pressured by colleagues or administrators 
to pass underperforming students, and they are not concerned about how their colleagues might 
view them if they fail a student. This information would help nursing administrators create a 
supportive environment for faculty and clarify the importance of avoiding failure to fail. 
Furthermore, faculty members who did not commit failure to fail are also not concerned about 
dealing with negative emotional reactions or threats from students. This may be because those 
members possess positive coping skills, adequate administrative support, or both. In addition, 
faculty members who did not commit failure to fail did not express a lack of confidence in their 
decisions, did not feel that the student’s failure was a reflection on their own teaching, and did 
not worry about how students may view them after the evaluation process. Again, this 
emphasizes the importance of faculty support and also demonstrates how crucial it is to help 
faculty members build self-confidence in their role. Those who did not commit failure to fail are 
not tempted to give underperforming students the benefit of the doubt in the hopes that they 




highlights the importance of faculty education and reassurance during and after the evaluation 
process.  
Implications for Nursing Practice 
When clinical nursing faculties are less likely to commit failure to fail, their risk of 
passing unsafe nursing students decreases. This not only decreases the unnecessary progression 
of underperforming nursing students, but also decreases the incidence of underperforming 
graduate nurses. Faculty members have an obligation to prepare learners for practice, beyond the 
demonstration of competency through the NCLEX-RN. In turn, this protects the public from 
unsafe nurses.  
Implications for Nursing Research 
The study revealed that each of the factors is more concerning for faculty who commit 
failure to fail than for those who do not commit failure to fail. This study adapted an instrument 
developed by Dibble (2014) that was used to examine the effect of face-related concerns on 
hesitation to share bad news. Though designing an instrument for a dissertation is often 
discouraged, the adaptation of an instrument from a previous study may have promise and should 
be considered. Furthermore, the adaptation of an instrument from a field outside of nursing (as 
was the case for this study) should also be considered.  
Implications for Public Policy 
 As mentioned previously, faculties clearly need the support of their administrators and 
colleagues to feel confident in their decisions regarding underperforming students. The creation 
and nurturing of this support system takes time and focus from all members of the administration 
and faculty. Faculty members should not feel alone in the decision-making process; they should 
be able to reach out to faculty governance structures for assistance when necessary. Furthermore, 




The program may also opt to inform community and clinical partners of changes in policy or 
increased emphasis on avoiding failure to fail. The effects of these changes should be evident to 
the community and clinical partners in the form of fewer nursing students with concerns about 
performance or safety.  
Limitations 
First, the choice of snowball sampling presented a potential limitation in the form of 
sampling bias; however, a large sample size (n = 327) helped to negate that risk. Second, this 
study focused solely on a U.S. nursing faculty with recent (<=3 years) experience teaching in the 
clinical setting at the associate or baccalaureate level. Therefore, the results of the study can only 
be generalized to U.S. clinical nursing faculties teaching at the associate or baccalaureate level. 
Third, the use of hypothetical scenarios instead of actual interactions may have represented a 
study limitation if the responses to the scenarios did not accurately reflect respondents’ true 
feelings. Lastly, the two new subscales measured Cronbach’s alpha levels less than 0.70; 
however, the researcher identified a plan to alleviate that issue if or when the survey tool is used 
again.  
Recommended Future Studies 
Demographic data, including years of experience as a clinical instructor, program level, 
and teaching status, was collected from this study but was not addressed as a variable for this 
dissertation study. This data can be analyzed to determine whether relationships exist between 
these variables, and this study can lead to many other potential follow-up studies. One potential 
study could focus on further definition of the survey tool, with regard to the items added during 
this study and the order of the Likert scale; a future study could align the Likert scaling with the 
order seen in Dibble’s original research.  This study focused only on clinical nursing faculty 




didactic nursing faculties’ responses, and it could expand to practical nursing programs. In 
addition, for this dissertation, recruitment materials were sent to nursing programs throughout the 
United States; however, information was not collected from respondents to identify the location 
of their individual nursing program. A future study could include that demographic item and 
compare geographic regions to determine whether differences exist. Moreover, this study 
collected nursing faculty members’ reports of whether they had committed failure to fail. A 
future study could collect feedback from the administrators of those nursing faculty members to 
examine the relationship between the reports of failure to fail from faculty and administrators. 
Another future study could determine whether a relationship exists between failure to fail in the 
nursing program and underperforming new graduate nurses. Finally, individuals responded to the 
email to express interest in and gratitude for studying this topic; a study of program 
administrators regarding their view of the failure-to-fail phenomenon would thus add insights.  
Chapter Summary 
Despite efforts to alleviate failure to fail, recent studies still demonstrate that nursing 
faculties struggle to assign failing grades to underperforming students in the clinical setting 
(Bing-You et al., 2018; Docherty & Dieckmann, 2015; Holland et al., 2018). This study explored 
the relationship between face-implicating factors and the clinical nursing faculty’s likelihood of 
passing students in the clinical setting who do not meet the passing criteria. The study revealed 
that F2FN respondents disagreed more strongly with every survey item than F2FY respondents. 
In other words, respondents who did not commit failure to fail were less affected by these factors 
than those who committed failure to fail. Therefore, the null hypothesis was rejected; a direct 
connection was found between face-implicating factors and the faculty’s likelihood of passing 




Some survey items displayed significant variance in mean scores between the F2FN and 
F2FN groups. These items represent the face-implicating factors that have the most impact on 
faculty members who commit failure to fail. These factors are supported by previous literature. 
Other survey items demonstrated moderate variance in mean scores between the F2FN and F2FY 
groups, but they continued to show greater disagreement from the F2FN respondents. A small 
number of items displayed low variance in mean scores between the failure-to-fail groups, 
reflecting closer agreement regarding the level of concern on those items. Respondents who did 
not commit failure to fail indicated that they agreed that some items were concerns for them. 
However, because they did not commit failure to fail, the respondents in this group were able to 
overcome those factors. The fact that faculty members who do not commit failure to fail are able 
to overcome concerns in order to uphold their duty is also supported by previous literature.  
The findings of this study suggest that failure to fail remains an issue for the clinical 
nursing faculty at the associate and baccalaureate levels. The study also emphasizes the 
importance of increased faculty preparation for the rigors of clinical evaluation and the need for 
a supportive administrative structure for nursing faculty. When nursing administrators make 
these changes, the chances of failure to fail should decrease; this also reduces the number of 
unsafe graduate nurses, which in turn protects the public. The data from this study can be 
analyzed to explore relationships between demographic variables, and the survey tool could be 
further refined and reused in various future studies. A large sample size helped to negate the risk 
of sampling bias from snowball sampling, and the researcher has identified a plan to improve the 
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Face-threat measurement items from Dibble, J. L. (2014).  Breaking good and bad news: Face-
implicating concerns as mediating the relationship between news valence and hesitation to share 







Adaptations Made to Dibble’s (2014) Tool Before Field Testing 
Main Themes 
from Failure to 
Fail Literature Subscale 
Original Questions 
from Dibble’s Tool Changes Made 
Questions 
Added Final Questions 
Concern for the 
Student’s 
Reaction 






1. I was worried I’d 





student.   
 1. I was worried I’d 
have to deal with 
the student’s 
emotions. 
2. I feared I wouldn’t 
be able to handle 
the test-taker’s 
emotional reaction.  
Changed “test-
taker” to 
student.   
 2. I feared I wouldn’t 
be able to handle 
the student’s 
emotional reaction.  
3. I was afraid the 
test-taker might 




student.   
 3. I was afraid the 
student might cause 
an emotional scene.  
4. I was worried I’d 
unleash a negative 
emotional reaction 
in the test-taker.  
Changed “test-
taker” to 
student.   
 4. I was worried I’d 
unleash a negative 
emotional reaction 
in the student.  
5. I was afraid of 
having to handle 
an emotional 




student.   
 5. I was afraid of 
having to handle an 
emotional 
breakdown in the 
student.  
6. I was scared I 





student.   
 6. I was scared I might 
“set off” the student 
emotionally.  




threaten me in 
some way. 
7. I would be 
concerned that the 
student might 







7. I was afraid of 
hurting the test-
taker’s feelings.  
Changed “test-
taker” to 
student.   
 8. I was afraid of 
hurting the 
student’s feelings.  
8. I was worried that 
the test-taker 
would feel stupid.  
Changed “test-
taker” to 
student.   
 9. I was worried that 
the student would 
feel stupid.  
9. I was nervous 
about making the 
test-taker feel bad.   
Changed “test-
taker” to 
student.   
 10. I was nervous about 
making the student 
feel bad.   
10. I feared that I’d 
make the test-taker 
feel incompetent.  
Changed “test-
taker” to 
student.   
 11. I feared that I’d 
make the student 





from Failure to 
Fail Literature Subscale 
Original Questions 
from Dibble’s Tool Changes Made 
Questions 
Added Final Questions 
11. I was afraid of 
causing the test-
taker to feel pain.  
Changed “test-
taker” to 
student.   
 12. I was afraid of 
causing the student 
to feel pain.  




especially if I 
felt they were 
a good 
student.   
13. I would not want 
the student to fail, 
especially if I felt 
they were a good 
student.   
  I would be 
concerned 
about the 








14. I would be 
concerned about the 
impact that a failing 
grade would have 
on the student’s 
ability to progress, 
or graduate.  
  If I knew the 
student was 
dealing with a 







15. If I knew the 
student was dealing 
with a lot outside of 
school, I might feel 
that they shouldn’t 
be penalized so 
harshly.  







12. I worried the test-
taker would think 
of me as 
insensitive.   
Changed “test-
taker” to 
student.   
 16. I worried the 
student would think 
of me as insensitive.   
13. I feared the test-
taker might think I 
don’t care about 
their feelings.  
Changed “test-
taker” to 
student.   
 17. I feared the student 
might think I don’t 
care about their 
feelings.  
14. I was afraid the 
test-taker might 
see me in a 
negative light.  
Changed “test-
taker” to 
student.   
 18. I was afraid the 
student might see 
me in a negative 
light.  
15. I was worried I’d 




student.   
 19. I was worried I’d 






from Failure to 
Fail Literature Subscale 
Original Questions 
from Dibble’s Tool Changes Made 
Questions 
Added Final Questions 
  I would be 
concerned 
about how my 
colleagues 
would view 
me if I failed 
the student.  
20. I would be 
concerned about 
how my colleagues 
would view me if I 








16. I was afraid I’d 
end up in a bad 
mood.  
Combined #16, 
#19, #20, #21.  
Changed “test-
taker” to 
student.   
Changed 
“score” to 
failing grade.  
 21. I was worried that 
giving a failing 
grade to the student 
would put me in a 
negative mood.  
17. I worried I’d end 
up feeling bad 
myself.  
Combined #17, 
#18.  Reworded 
to pertain to 
failing grade.  
 22. I worried that I 
would I share the 
bad feelings 
experienced by the 
student.  
18. I didn’t want to 
end up feeling like 
the test-taker did.  
  
19. I was nervous that 
sharing the test 
score would spoil 
my own mood.  
   
20. It upset me to think 
that if I shared this 
score my own 
mood would be 
wrecked.  
   
21. I worried that 
sharing this score 
would put me in a 
negative mood.  
   
22. I was afraid I’d 
end up feeling 
guilty that I didn’t 
get the same score.  
Changed 
“score” to 
failing grade.  
 23. I was afraid I’d feel 
guilty about giving 
the student a failing 
grade.  





24. Dealing with 
students in these 
situations is 
stressful.  
  I would feel 
that this 
student’s 
25. I would feel that 
this student’s failing 





from Failure to 
Fail Literature Subscale 
Original Questions 
from Dibble’s Tool Changes Made 
Questions 
Added Final Questions 
failing grade 
may be a 
reflection on 
my own 
teaching.   
reflection on my 








23. I was afraid I 
wouldn’t do a 
good job of 
behaving 
sympathetically.  
  26. I was afraid I 
wouldn’t do a good 
job of behaving 
sympathetically.  
24. I worried I might 
not be able to 
support the test-
taker emotionally.  
Changed “test-
taker” to 
student.   
 27. I worried I might 
not be able to 
support the student 
emotionally.  
25. I feared I might not 
show enough 




student.   
 28. I feared I might not 
show enough 
sympathy to the 
student.  
  If the student 
was close to 
graduation, I 
may feel that 
it would not 
be fair to fail 
them.   
29. If the student was 
close to graduation, 
I may feel that it 
would not be fair to 
fail them.   
  I feel that a 
nurse’s role is 
to be caring; I 




not fail them.    
30. I feel that a nurse’s 
role is to be caring; 
I would need to be 
caring toward this 
student and not fail 
them.    







benefit of the 
doubt.  
31. It is possible that 
the student could 
improve in time, 
and should be given 
the benefit of the 
doubt.  




sue me or the 
school if they 
32. I would be 
concerned that the 
student may sue me 
or the school if they 






from Failure to 
Fail Literature Subscale 
Original Questions 
from Dibble’s Tool Changes Made 
Questions 
Added Final Questions 
receive a 











26. I was worried the 
test-taker would 
want more of an 
explanation than I 




student.   
 33. I was worried the 
student would want 
more of an 
explanation than I 
was prepared to 
give.  
27. I was afraid I 
wouldn’t be able to 
explain the test 
score adequately.  
Changed “test 
score” to failing 
grade. 
 34. I was afraid I 
wouldn’t be able to 
explain the failing 
grade adequately.  
28. I was nervous I 
might not know 
enough to properly 
inform the test-







failing grade.  
 35. I was nervous I 
might not know 
enough to properly 
inform the student 
about their failing 
grade.  
  These 
circumstances 
would cause 





the student.  
36. These 
circumstances 
would cause me to 
feel less confident 
in my decision 
about failing the 
student.  





this in the 
clinical 
setting.  
37. I do not feel 
adequately prepared 
to cope with 
situations like this 





  Lack of clear 
evaluation 
tools make it 
more difficult 
to determine 
if the student 
met criteria to 
pass or fail.  
38. Lack of clear 
evaluation tools 
make it more 
difficult to 
determine if the 
student met criteria 
to pass or fail.  
  Evaluating a 
student in the 
clinical 
setting is a 
39. Evaluating a student 
in the clinical 






from Failure to 
Fail Literature Subscale 
Original Questions 
from Dibble’s Tool Changes Made 
Questions 
Added Final Questions 
subjective 
process. 








should not be 
penalized for 
our lack of 
availability.  
40. The process of 
evaluating students 
in the clinical 
setting is time-
consuming, and 
students should not 
be penalized for our 













should fail.  




grades to students I 
thought should fail.  
  There is 
insufficient 
time for the 
students to 
remediate, so 
I do not feel it 
is fair to fail 
them.  
42. There is insufficient 
time for the students 
to remediate, so I do 
not feel it is fair to 













Survey Used for Field Test 
Pre-Screening Questions  
 Yes No 
1. I have read the information sheet and agree to participate in this 
study 
  




If you answer “No” to either pre-screening question, please exit survey.  
If you answer “Yes” to both pre-screening questions, please continue.   
 
Instructions:  Please read the scenario provided and then respond to the questions below.   
Scenarios (Each respondent will receive one of the following): 
A. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation.  You sit down with the student to discuss this with them, and the student begins to cry.  The 
student reveals to you that she was evicted from her home a month ago and has been living in her car.  
She says that the stress of her situation is the reason she has not been able to focus in clinicals.  She 
says that being a nurse is her lifelong dream and she begs you to allow her to pass.   
 
B. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation.  You sit down with the student and explain to them that they have failed the clinical rotation, 
and the student begins to cry.  The student reveals to you that she is a single mother of 3 small 
children, she works full-time, and she relies on tuition reimbursement to pay her rent.  She promises 
that she will do better next semester and begs you to allow her to pass.   
 
C. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation.  You sit down with the student to discuss this with her, and she becomes defensive.  She 
states that she has never had an issue with any other clinical instructor, and states that you have been 
biased against her from the beginning.  She threatens to sue the college and you personally if she 
receives a failing grade.   
 
D. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation, and you have concerns about the student’s ability to practice safely.  You have previously 
discussed this student’s performance with the student, and with your colleagues and supervisors.  
Your colleagues and supervisors all feel that failing students is an uncaring act, and could have 
detrimental effects on students’ self-confidence; in fact, no student has ever received a failing grade 































3. I was worried I’d 
have to deal with 
the student’s 
emotions.  
       
4. I feared I 
wouldn’t be able 




       
5. I was afraid the 
student might 
cause an 
emotional scene.  
       
6. I was worried I’d 
unleash a negative 
emotional reaction 
in the student.  
       
7. I was afraid of 
having to handle 
an emotional 
breakdown in the 
student.  
       
8. I was scared I 
might “set off” the 
student 
emotionally.  
       
9. I would be 
concerned that the 
student might 
threaten me in 
some way. 
       
10. I was afraid of 
hurting the 
student’s feelings.  
       
11. I was worried that 
the student would 
feel stupid.  
       
12. I was nervous 
about making the 
student feel bad.   
       
13. I feared that I’d 
make the student 
feel incompetent.  


























14. I was afraid of 
causing the 
student to feel 
pain.  
       
15. I would not want 
the student to fail, 
especially if I felt 
they were a good 
student.   
       
16. I would be 
concerned about 
the impact that a 
failing grade 
would have on the 
student’s ability to 
progress, or 
graduate.  
       
17. If I knew the 
student was 
dealing with a lot 
outside of school, 
I might feel that 
they shouldn’t be 
penalized so 
harshly.  
       
18. I worried the 
student would 
think of me as 
insensitive.   
       
19. I feared the 
student might 
think I don’t care 
about their 
feelings.  
       
20. I was afraid the 
student might see 
me in a negative 
light.  
       
21. I was worried I’d 
look bad to the 
student.  
       






























view me if I failed 
the student.  
23. I was worried that 
giving a failing 
grade to the 
student would put 
me in a negative 
mood.  
       
24. I worried that I 
would I share the 
bad feelings 
experienced by 
the student.  
       
25. I was afraid I’d 
feel guilty about 
giving the student 
a failing grade.  
       
26. Dealing with 
students in these 
situations is 
stressful.  
       
27. I would feel that 
this student’s 
failing grade may 
be a reflection on 
my own teaching.   
       
28. I was afraid I 
wouldn’t do a 
good job of 
behaving 
sympathetically.  
       
29. I worried I might 




       
30. I feared I might 
not show enough 
sympathy to the 
student.  
       
31. If the student was 
close to 
graduation, I may 
feel that it would 
not be fair to fail 
them.   


























32. I feel that a 
nurse’s role is to 
be caring; I would 
need to be caring 
toward this 
student and not 
fail them.    
       
33. It is possible that 
the student could 
improve in time, 
and should be 
given the benefit 
of the doubt.  
       
34. I would be 
concerned that the 
student may sue 
me or the school if 
they receive a 
failing grade.  
       
35. I was worried the 
student would 
want more of an 
explanation than I 
was prepared to 
give.  
       
36. I was afraid I 
wouldn’t be able 
to explain the 
failing grade 
adequately.  
       
37. I was nervous I 
might not know 
enough to 
properly inform 
the student about 
their failing grade.  
       
38. These 
circumstances 
would cause me to 
feel less confident 
in my decision 
about failing the 
student.  
       
39. I do not feel 
adequately 
prepared to cope 



























like this in the 
clinical setting.  
40. Lack of clear 
evaluation tools 
make it more 
difficult to 
determine if the 
student met 
criteria to pass or 
fail.  
       
41. Evaluating a 
student in the 
clinical setting is a 
subjective 
process. 
       
42. The process of 
evaluating 
students in the 
clinical setting is 
time-consuming, 
and students 
should not be 
penalized for our 
lack of 
availability.  
       




grades to students 
I thought should 
fail.  
       
44. There is 
insufficient time 
for the students to 
remediate, so I do 
not feel it is fair to 
fail them.  









Failure to Fail Questions (“Yes” on any question = positive indication of Failure to Fail) 
 Yes No 
45. Have you ever passed a student in the clinical setting who you felt should 
have failed?  
  
46. Have you ever passed a student in the clinical setting who you felt should 
have failed because of pressure by colleagues or administrators to pass the 
student? 
  
47. Have you ever passed a student in the clinical setting who should have 
failed because you hoped they would eventually improve? 
  
48. Have you ever passed a student in the clinical setting out of concern for 




 <3 3-6 6-9 10+ 
49. Number of years teaching in pre-licensure clinical setting?       
 
 Associates Baccalaureate Both 











Revised Tool After Field Test 
Pre-Screening Questions  
 Yes No 
1. I have read the information sheet and consent to participate in this 
study 
  
2. I have taught pre-licensure students in the clinical setting within the 
last 3 years. 
  
 
Instructions:  Please read the scenario provided and then respond to the questions below.   
Scenarios (Each group was assigned one of the following): 
A. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation.  You sit down with the student to discuss this with them, and the student begins to cry.  
The student reveals to you that they were evicted from their home a month ago and have been 
living in their car.  The student says that the stress of the situation is the reason they have not 
been able to focus in clinicals, that being a nurse is their lifelong dream and begs you to allow 
them to pass.   
 
B. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation.  You sit down with the student and explain to them that they have failed the clinical 
rotation, and the student begins to cry.  The student reveals to you that they are a single parent of 
3 small children, they work full-time, and rely on tuition reimbursement to pay the rent.  The 
student promises to do  better next semester and begs you to allow them to pass.   
 
C. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation.  You sit down with the student to discuss this with them, and they become defensive.  
The student states that they have never had an issue with any other clinical instructor.  The 
student also adds that they have felt you have been biased against them from the beginning.  They 
threaten to sue the college and you personally if they receive a failing grade.   
 
D. One of your students has not exhibited the minimum competency required to pass the clinical 
rotation, and you have concerns about the student’s ability to practice safely.  You have 
previously discussed this student’s performance with the student, your colleagues and program 
supervisors.  Your colleagues and supervisors all feel that failing students is an uncaring act, and 
could have detrimental effects on students’ self-confidence; in fact, no student has ever received a 

























3. I would worry that I’d have to deal with 
the student’s emotions.  
     
4. I would fear that I wouldn’t be able to 
handle the student’s emotional reaction.  
     
5. I would be afraid that the student might 
cause an emotional scene.  
     
6. I would worry that I’d unleash a negative 
emotional reaction in the student.  
     
7. I would be afraid of having to handle an 
emotional breakdown in the student.  
     
8. I would be scared that I might “set off” 
the student emotionally.  
     
9. I would not want the student to fail, 
especially if I felt they were a good 
student. 
     
10. I would be concerned about the impact 
that a failing grade would have on the 
student's ability to progress, or graduate. 
     
11. If I knew the student was dealing with a 
lot outside of school, I might feel that 
they shouldn't be penalized so harshly. 
     
12. I would be afraid of hurting the student's 
feelings. 
     
13. I would be nervous about making the 
student feel bad. 
     
14. I would fear that I'd make the student 
feel incompetent. 
     
15. I would worry that the student would 
feel stupid. 
     
16. I would be afraid of causing the student 
to feel pain. 
     
17. I would be concerned that the student 
might threaten me in some way. 
     
18. I would worry the student would think of 
me as insensitive.   
     
19. I would fear the student might think I 
don’t care about their feelings.  
     
20. I would be afraid the student might see 
me in a negative light.  
     
21. I would worry that I’d look bad to the 
student.  
     
22. I would be concerned about how my 
colleagues would view me if I failed the 
student.  

















23. I would worry that giving a failing grade 
to the student would put me in a negative 
mood.  
     
24. I would worry that I would I share the 
bad feelings experienced by the student.  
     
25. I would be afraid I’d feel guilty about 
giving the student a failing grade.  
     
26. Dealing with students in these situations 
would be stressful for me.  
     
27. I may feel that this student’s failing 
grade was a reflection on my own 
teaching.   
     
28. I would be afraid I wouldn’t do a good 
job of behaving sympathetically.  
     
29. I would worry that I might not be able to 
support the student emotionally.  
     
30. I would fear that I might not show 
enough sympathy to the student.  
     
31. If the student was close to graduation, I 
may feel that it would not be fair to fail 
them.   
     
32. I feel that a nurse’s role is to be caring; I 
would need to be caring toward this 
student and not fail them.    
     
33. It is possible that the student could 
improve in time, and should be given the 
benefit of the doubt.  
     
34. I would be concerned that the student 
may sue me or the school if they receive 
a failing grade.  
     
35. I would be worried that the student 
would want more of an explanation than 
I was prepared to give.  
     
36. I would be afraid I wouldn’t be able to 
explain the failing grade adequately.  
     
37. I would be nervous I might not know 
enough to properly inform the student 
about their failing grade.  
     
38. These circumstances would cause me to 
feel less confident in my decision about 
failing the student.  
     
39. I do not feel adequately prepared to cope 
with situations like this in the clinical 
setting.  
     
40. Lack of clear evaluation tools make it 
more difficult to determine if the student 
met criteria to pass or fail.  

















41. Evaluating a student in the clinical 
setting is a subjective process. 
     
42. The process of evaluating students in the 
clinical setting is time-consuming, and 
students should not be penalized for our 
lack of availability.  
     
43. I feel pressured by colleagues or 
administrators to assign passing grades 
to students I thought should fail.  
     
44. There is insufficient time for the students 
to remediate, so I do not feel it is fair to 
fail them.  
     
 
 
Failure to Fail Questions (“Yes” on any question = positive indication of Failure to Fail) 
 Yes No 
45. Have you ever passed a student in the clinical setting who you felt should 
have failed?  
  
46. Have you ever passed a student in the clinical setting who you felt should 
have failed because of pressure by colleagues or administrators to pass the 
student? 
  
47. Have you ever passed a student in the clinical setting who should have 
failed because you hoped they would eventually improve? 
  
48. Have you ever passed a student in the clinical setting out of concern for 




 <3 3-6 6-9 10+ 
49. How many years have you taught in the pre-licensure 




 Associates Baccalaureate Both 
50. At what program level is your teaching 
experience?   
 
  
 Full-time Part-time/Adjunct Both 







Scenarios Used in the Study 
A. One of your students has not exhibited the minimum competency required to pass the 
clinical rotation.  You sit down with the student to discuss this with them, and the student 
begins to cry.  The student reveals to you that they were evicted from their home a month 
ago and have been living in their car.  The student says that the stress of the situation is 
the reason they have not been able to focus in clinicals, that being a nurse is their lifelong 
dream and begs you to allow them to pass.   
 
B. One of your students has not exhibited the minimum competency required to pass the 
clinical rotation.  You sit down with the student and explain to them that they have failed 
the clinical rotation, and the student begins to cry.  The student reveals to you that they 
are a single parent of 3 small children, they work full-time, and rely on tuition 
reimbursement to pay the rent.  The student promises to do  better next semester and begs 
you to allow them to pass.   
 
C. One of your students has not exhibited the minimum competency required to pass the 
clinical rotation.  You sit down with the student to discuss this with them, and they 
become defensive.  The student states that they have never had an issue with any other 
clinical instructor.  The student also adds that they have felt you have been biased against 
them from the beginning.  They threaten to sue the college and you personally if they 
receive a failing grade.   
 
D. One of your students has not exhibited the minimum competency required to pass the 
clinical rotation, and you have concerns about the student’s ability to practice safely.  
You have previously discussed this student’s performance with the student, your 
colleagues and program supervisors.  Your colleagues and supervisors all feel that failing 
students is an uncaring act, and could have detrimental effects on students’ self-
confidence; in fact, no student has ever received a failing grade in this program.   
 
 
 
 
 
 
